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Abstract 
Older adults face many lifestyle changes.  A primary challenge for older individuals, the 
healthcare system, and the general public is decreased community mobility due to driving 
cessation or limited transportation for senior citizens (American Occupational Therapy 
Association [AOTA], 2006; “Being Able to Drive,” 2004; Brachtesende, 2003; Foley, 
Heimovitz, Guralnik, & Brock, 2002).  The purpose of this study was to explore the 
community mobility habits of senior citizens and to examine the relationships between 
driving status and community mobility as related to quality of life, perceived autonomy, 
and health.  Quantitative data from 28 participants was collected through the use of three 
tools: a Participant Demographics Form, the Quality of Life Index [QOLI] (Frisch, 1994), 
and a researcher-developed survey, the Autonomy Index Measurement Survey [AIMS] 
(Ruggiero, 2009).  No statistically significant relationships between drivers and non-
drivers and health, quality of life, or perceived autonomy were found.  Statistically 
significant relationships were found between specific health conditions, quality of life, 
and perceived autonomy.  Senior citizen participants residing in assisted living 
communities were found to have significantly lower perceptions of autonomy than senior 
citizens residing in the community.  Although limited by the small number of 
participants, the results of the study inform occupational therapists who work with older 
adults.  
 iv 
 
Acknowledgments 
I would like to thank my advisor, Dr. Diane Long, and my committee members, 
Jessica Valdez Taves and Dr. Mary Ann Erickson for their assistance.  I would also like 
to thank Jane Segelken of McGraw House, Lisa Homes of the Tompkins County Office 
for the Aging, Christine Pogorzala of Ithaca College and liaison for Longview, and Diane 
Dawson of Lifelong for their assistance in participant recruitment and survey distribution.  
I would also like to thank my friends and family for their support and guidance.  
 v 
 
Table of Contents 
ABSTRACT……………………………………………………………………………...iii 
ACKNOWLEDGEMENTS………………………………………………………………iv 
CHAPTER 1: INTRODUCTION…………………………………………………………1                                    
 Background………………………………………………………………………..1
 Problem……………………………………………………………………………6 
Rationale…………………………………………………………………………..6 
Purpose of Study…………………………………………………………………..7 
Basic Definitions of Terms…...…………………………………………………...7 
Summary…………………………………………………………………………10 
CHAPTER 2: REVIEW OF LITERATURE…………………………………………….11 
 Driving Cessation………………………………………………………………...11 
Risks Associated with Driving…………………………………………………...13 
Driving Assessment……………………………………………………………...15 
Relationship of Driving Cessation to Overall Quality of Life, Health, and 
Mortality…………………………………………………………………………17 
 Depression………………………………………………………………..20 
 Long-Term Care………………………………………………………….21 
Relationship of Driving Cessation to Social Inclusion and Social 
Isolation…………………………………………………………………………..22 
 Related Policies and Programs………………………………………………...…23 
 Foundations in Theory…………………………………………………………...26 
  Occupational Science…………………………………………………….26 
 vi 
 
  Empowerment Theory…………………………………………………...26 
  Self-Determination Theory………………………………………………27 
  Basic Needs Theory……………………………………………………...27 
  Theory in Relation to Non-Drivers………………………………………28 
Occupational Therapy Current Perspectives about Driving……………………..29  
CHAPTER 3: METHODS AND PROCEDURES………………………………………33 
 Research Questions………………………………………………………………33 
  Research Question 1……………………………………………………..33 
  Research Question 2……………………………………………………..33 
  Research Question 3……………………………………………………..34 
  Research Question 4……………………………………………………..34 
 Limitations, Delimitations, and Assumptions……………………………………34 
 Subjects and Selection Method…………………………………………………..34 
  Sample……………………………………………………………………34 
Recruitment……………………………………………………………....35 
Inclusion and Exclusion Criteria…………………………………………36 
Operationalization of Concepts into Variables…………………………………..36 
Measurement Instruments………………………………………………………..37 
  Demographics……………………………………………………………37 
  The Quality of Life Inventory (QOLI)……………………………….…..38 
  The Autonomy Index Measurement Survey (AIMS)……………………39 
Design Gathering, Analyzing, and Interpreting Data……………………………39 
Scope and Limitations of Study………………………………………………….40 
 vii 
 
CHAPTER 4: RESULTS………………………………………………………………...41 
 Participant Demographics………………………………………………………..41 
Research Question 1.  What are the Community Mobility Habits of Senior 
Citizens?………………………………………………………………………….43 
Research Question 2.  Is There a Significant Difference in General Health 
Between Senior Citizen Drivers and Senior Citizen Non-Drivers?....…………...46 
Research Question 3.  Is There a Significant Difference in Quality of Life 
Between Senior Citizen Drivers and Senior Citizen Non-Drivers?.....…………..49 
Research Question 4.  Is There a Significant Difference in Perceived Autonomy 
Between Senior Citizen Drivers and Senior Citizen Non-Drivers?..…………….52 
 Post Hoc Analyses……………………………………………………………….55 
CHAPTER 5: DISCUSSION…………………………………………………………….59 
 Research Question 1: Community Mobility Habits……………………………...59 
 Research Question 2: General Health……………………………………………61 
 Research Question 3: Quality of Life……………………………………………62 
 Research Question 4: Perceived Autonomy……………………………………..62 
 Relationships between Research Question Variables……………………………63 
 Limitations……………………………………………………………………….64 
CHAPTER 6: CONCLUSIONS AND RECOMMENDATIONS……………………….65
 Summary ………………………………………………………………………...65 
 Implications for Future Research………………………………………………...66 
 Recommendations to Practitioners………………………………………………66 
 
 viii 
 
APPENDICES…………………………………………………………………………...69 
 Appendix A.  Human Subjects Review Board Information……………………..69 
 Appendix B.  Recruitment Advertisement……………………………………….75 
 Appendix C.  Cover Page for Surveys…………………………...………………76 
Appendix D.  Participant Demographics Form…………………………………..77 
 Appendix E.  Participant Demographics Form and Statistics……………………87 
 Appendix F.  QOLI Participant Form…………………………………………..100 
Appendix G. QOLI Participant Form and Statistics……………………………105 
Appendix H.  AIMS Participant Form………………………………………….111 
Appendix I.  AIMS Measurement Development……………….………………116 
Appendix J.  AIMS Participant Form and Statistics….………………………..125 
REFERENCES…………………………………………………………………………132 
 
 ix 
 
List of Figures 
Figure 1.  Residential Area and Driving Status………………………………………….42 
Figure 2.  Self-Identified Reasons for Driving Cessation………………………………..46 
Figure 3.  General Health Demographics………………………………………………..48 
Figure 4.  Box Plot of AIMS Question 10: “I am satisfied with my level of 
independence.”……………………………………………………………………….…..53 
 
 
 
 x 
 
List of Tables 
Table 1.  Frequency of Community Outings…………………………………………….45 
Table 2.  Method of Transportation for Community Outings……………………………45 
Table 3.  General Health Results………………………………………………………...49 
Table 4.  Quality of Life Results………….……………………………………………...51 
Table 5.  Perceived Autonomy Results: Post Hoc……………………………………….54 
Table 6.  Senior Living Communities: Post Hoc Results………………………………..56 
Table 7.  General Health and Quality of Life (QOL): Statistically Significant Post Hoc 
Results……………………………………………………………………………………57 
Table 8.  Health and Perceived Autonomy (PA): Statistically Significant AIMS Post Hoc 
Results……………………………………………………………………………………58 
 
 1 
 
Chapter 1: Introduction 
Background 
A substantial and unprecedented increase in the population of individuals aged 65 and 
over will occur in the United States within the next several decades (Foley et al., 2002). In 2010 
there were approximately 40.3 million Americans aged 65 or older, with population projections 
estimating an increase to 70 million by 2030, and 88.5 million by 2050 (Brachtesende, 2003; 
U.S. Census Bureau, 2012).  The population shift is expected to create enormous challenges to 
the “health care system, communities, policymakers, older adults, and their caregivers,” 
including challenges related to community mobility (Brachtesende, 2003, para. 3).   
Some of the most potentially challenging health issues for older adults are driving 
cessation, limited transportation options, and the resulting decline in community mobility 
(AOTA, 2006; Foley et al., 2002).  Driving cessation typically occurs when individuals lose the 
ability to independently drive themselves to and from locations in the community (Perlmutter, 
Bhorade, Gordon, Hollingsworth, & Baum, 2010).  Driving cessation often occurs when vehicle 
operation becomes problematic to the driver, is concerning to his or her family, or creates a 
public or personal safety concern (AOTA, 2006; Perlmutter et al., 2010; Vrkljan et al., 2010).  
An older individual might also discontinue driving due to fixed incomes and financial constraints 
(AOTA, 2006; Perlmutter et al., 2010; Vrkljan et al., 2010).   
When driving cessation is combined with an inability to access community resources 
through other means of transportation senior citizens suffer a decline in their quality of life 
(AOTA, 2006; Brachtesende, 2003).  Quality of life is defined as an individual’s own feelings 
related to his or her life satisfaction, self-concept, health, and functioning (AOTA, 2008).  Many 
older individuals consider driving a valued skill and personal necessity related to quality of life 
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(Dickerson, Reistetter, Davis, & Monahan, 2011).  Researchers reported a loss of community 
mobility as correlated with decreased participation in the community, increased depression, and 
an increased loss of function (AOTA, 2006; Brachtesende, 2003). 
It is very common for senior citizens to forgo leaving their homes once driving cessation 
has occurred (“Being Able to Drive” 2004; Philips, 1993; Vrkljan et al., 2010).  The “isolated 
elderly” are characterized as being dependent, immobile, and are often paid little attention by 
close neighbors (Philips, 1993, p. A10).  Fewer than half of older individuals who have ceased 
driving have access to any form of public transportation and many perceive public transportation 
services as inadequate (“Being Able to Drive,” 2004; Swope, 2005).   
When available, public transportation options support older adults’ ability to age in place 
(Brachtesende, 2003).  Aging in place refers to individuals’ ability to remain in their homes, be a 
part of their communities, and to access financial and health services to accommodate the needs 
that accompany aging (Yamkovenko, 2009).  Currently, there are few widespread national 
programs across the country, such as Dial-A-Ride, to address the community mobility needs of 
the older adult population (Foley et al., 2002; NHTSA, 2006). 
The AOTA defines community mobility as “moving around in the community and using 
public or private transportation, such as driving, walking, bicycling, or accessing and riding in 
buses, taxi cabs, or other transportation systems” (2008, p. 631).  According to the AOTA, 
“community mobility is an important part of well-being; it is central to a person’s autonomy, 
independence, and sense of worth” (2006, para. 1).  Occupational therapists consider mobility to 
have greater meaning than the ability or inability to drive; mobility indicates preserved 
independence during aging and is the foundation of overall health (Brachtesende, 2003). 
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Occupational therapists are skilled healthcare professionals who work to promote health 
and wellbeing through the rehabilitation of life skills.  Occupational therapy at its core addresses 
an individual’s daily activities and how engagement and participation promotes one’s health and 
wellbeing (AOTA, 2006).  Occupational therapy empowerment theorists state that feelings of 
autonomy, an internal locus of control, self-determination, self-efficacy, and self-management 
are central to an individual’s fundamental psychosocial needs (Fleming-Castaldy & Orentlicher, 
2010).  Improving and maintaining quality of life is a primary goal in occupational therapy, 
which is professionally suited to address the community mobility, participation, and aging in 
place needs of the senior citizen population (AOTA, 2008).   
Community mobility has long been considered a primary domain of occupational therapy 
practice (AOTA, 2006). Driving is one part of community mobility, though driving has not been 
holistically addressed by the majority of occupational therapy professionals (Korner-Bitensky, 
Menon, von Zweck, & Van Benthem, 2010; Yamkovenko, 2009).  Occupational therapists and 
other healthcare personnel typically consider in-depth assessment of driving safety to be within 
the domain of the profession (Menard et al., 2012).  Previous research has established that 
occupational therapists feel they have a central role in providing driving-related services which 
include screening, assessment, and interventions for people with some conditions, such as mental 
illness (Ménard, et al., 2012). 
Driving services are currently limited as an occupational therapy specialty service and are 
most frequently focused on the screening of abilities, rather than expanded assessment and 
intervention for identified deficits (Korner-Bitensky et al., 2009).  Ménard et al. (2012) found 
that the disconnect between the acceptance of occupational therapists’ role in driving services 
and the delivery of services comes from the lack of evidence-based research and validated 
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evaluation tools needed for remediation.  Ménard and colleagues (2012) recommended further 
education and research be conducted to aid in the comfort level of occupational therapists in 
fulfilling a greater role in driving intervention services.   
The profession of occupational therapy is prepared to expand efforts to assist the older adult 
population in prolonging safe driving, transitioning through driving cessation, and locating and 
accessing public transportation services to remain an active part of the community (AOTA, 
2006).  The authors of the AOTA Centennial Vision, a defined plan for the future of the 
occupational therapy profession, proposed increased involvement in the practice area of 
productive aging and identified driving rehabilitation and training as an emerging area of 
practice for the profession (AOTA, 2011). 
The use of occupational therapy services can greatly improve mental and physical well-being 
by addressing stifled self-direction and volition, and improving the ability for individuals to lead 
fulfilling lives with greater independence (AOTA, 2008).  The occupational therapy profession 
asserts that “all people need to be able or enabled to engage in the occupations of their need and 
choice, to grow through what they do, and to experience independence or interdependence, 
equality, participation, security, health, and well-being” (Wilcock & Townsend, 2008, p. 198).   
The “isolated elderly” who are home-bound due to driving cessation and a lack of 
transportation options typically suffer from the perception of having a declining level of 
independence and personal control over life (“Being Able to Drive,” 2004, p. A10; Deci & Ryan, 
1987; Philips, 1993; Vrkljan et al., 2010).  Community mobility and ease of transportation are 
associated with autonomy, the perception individuals maintain concerning their own sense of 
independence and personal control over life (Choi, Leiter, & Tomaskovic-devey, 2008; Ford et 
al., 2000).   
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Purpose in life through engagement in meaningful activities is associated with positive health 
outcomes among older adults (Boyle, Buchman, & Bennett, 2010). When compared to non-
drivers, drivers reported a greater sense of purpose in life, a greater sense of control in life, and a 
greater internal locus of control (Kafka, 2009).  Among community-dwelling older adults, 
greater purpose in life relates to the ability to independently arrive and leave places freely and as 
he or she desires (Boyle et al., 2010).  Older adults tend to describe purpose in life, including a 
sense of functional independence, as a key component in successful aging (Boyle et al., 2010).  
Greater purpose in life is correlated with the maintenance of functional abilities, such as driving, 
and with the reduced risk of developing impairments in basic and instrumental activities of daily 
life such as eating, dressing, and maintaining personal hygiene (AOTA, 2008; Boyle et al., 
2010).   
Occupational therapists can assist senior citizens in preserving their independence by 
extending the amount of time older individuals might safely drive, easing the transition of 
driving cessation, and assisting with accessing community resources (AOTA, 2006).  
Additionally, occupational therapy services might prolong the amount of time some senior 
citizens are able to live in the community, reducing the personal and societal costs of older 
individuals’ stay in residential care facilities (AOTA, 2006).  Driving cessation is correlated with 
decreased functional abilities, depression, and difficulties with activities of daily living, which 
are primary reasons for admission of older adults to senior residential care facilities (Boyle et al., 
2010; Cohen-Mansfield & Wirtz, 2011; Merrill & Zieve, 2010).  The research is not indicative of 
clear causational links, but rather of correlations between driving cessation and negative health 
developments.  
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Problem  
Previous research about community mobility and driving status is limited and does not 
provide adequate information about older adults, their health, quality of life, and perceived 
autonomy following driving cessation.  There is very little research on the consequences of 
driving cessation and limited community mobility from the viewpoint of occupational therapy.  
Occupational therapy is a profession uniquely qualified to assist older adults in regaining a 
higher quality of life following driving cessation.  The limited nature of services to address these 
concerns implies the need for continued research. 
Rationale  
 
Despite the link between health, independent living, and community involvement, there 
are few adequate and widespread services in place to assist non-driving, community-dwelling, 
older adults with mobility and transportation (“Being Able to Drive,” 2004; Philips, 1993; 
Swope, 2005; Yamkovenko, 2009).  Public transportation is used by many older adults who do 
not drive, but ease of access is limited (“Being Able to Drive,” 2004; Swope, 2005).  It is 
estimated that one in five older Americans are non-drivers, and less than half of all non-drivers 
have access to public transportation (“Being Able to Drive,” 2004).  Senior citizens were 
reported to generally describe public transportation services as unsatisfactory to use (Patterson, 
1985; Swope, 2005).  The loss of community mobility adversely affects independence, quality of 
life, and health, contributing to significant costs to society in increased medical and care costs for 
older adults (Barua, Ghosh, Kar, & Basilio, 2011; Ciraulo et al., 2011; Cohen-Mansfield & 
Wirtz, 2011; Evans, 1995; Kramer, Beaudin, & Thrush, 2005; Merrill & Zieve, 2010).  
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Purpose of Study 
The purpose of this study was to explore the community mobility habits of senior citizens 
and to examine the relationships between driving status and community mobility as related to 
quality of life, perceived autonomy, and health.   
The results of this study add to the body of research and help to define the needs of the 
senior citizen population in regards to community mobility.  The information might also inform 
occupational therapists and other healthcare professionals who address community mobility 
concerns among the senior citizen population.   
Basic Definitions of Terms  
Aging in place.  Aging in place refers to individuals’ ability to remain in their homes, be 
a part of their communities, and to access supports that accommodate the needs that accompany 
aging (Yamkovenko, 2009). 
Autonomy.  According to Ford et al. (2000), autonomy is an individual’s sense of 
personal independence.  Choi et al. (2008) stated that autonomy is also measured by the degree 
of personal control an individual believes he or she has in relation to the events in his or her life.  
For the purposes of this study, autonomy is defined as the perception individuals maintain 
concerning their own personal sense of independence and personal control over life events (Choi 
et al., 2008; Ford et al., 2000).  
Community mobility.  “Moving [one]self in the community and using public or private 
transportation, such as driving, or accessing busses, taxi cabs, or other public transportation 
systems” (AOTA, 2008, p. 631). 
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Driving cessation.  Driving cessation occurs when individuals no longer drive 
themselves to and from locations in the community and most commonly occurs when driver 
safety becomes a concern (AOTA, 2006; Perlmutter et al., 2010; Vrkljan et al., 2010). 
Elderly.  For the purposes of this study, the term “elderly” is described as relating to 
persons in the later portion of life (Hwang, Lin, Tung, & Wu, 2006, p. 429).  The “aged” are 
those aged 65 years and older and the “very old” are individuals who are 85 years of age and 
older (Hwang et al., 2006, p. 429).   
Health.  Health is “a state of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity” (World Health Organization [WHO], 2010, para. 1). 
Instrumental activities of daily living (IADLs).  “Activities to support daily life within 
the home and community often require more complex interactions than self-care” (AOTA, 2008, 
p. 631).  The ability to drive to access community resources is an IADL as per occupational 
therapy definitions (Brachtesende, 2003; Yamkovenko, 2009). 
Isolated elderly.  The “isolated elderly” are characterized as being dependent and 
immobile (Philips, 1993, p. A10).  The isolated elderly are often forced to remain at their homes 
because of very few transportation options (“Being Able to Drive,” 2004; Philips, 1993; Vrkljan 
et al., 2010).  The isolated elderly’s lack of independence is related to their self-perceptions of 
decreased autonomy and personal control over life (Deci & Ryan, 1987). 
Independence.  Independence is defined as the ability to make choices and personal 
decisions reflective of one's own desires (Carder, 2002).  For this study, independence is referred 
to as the ability of an individual to choose and make decisions to arrive and leave a location, 
based on one’s own schedule and related desires.   
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Non-driving dependent.  The ability of an individual to navigate the community through 
the use of public transportation or other means that require him or her to alter personal schedules 
and become influenced by the schedules of others as related to community mobility. 
Non-driving independent.  The ability of an individual to navigate the community of 
their own volition through the use of public transportation or other means that allow him or her 
to maintain personal schedules, independence, and personal control related to community 
mobility. 
Occupational science.  Occupational science is a discipline “devoted to the study of the 
form, the function, and the meaning of human occupations” (AOTA, 2008, p. 673).   
Occupational therapy.  Occupational therapy is the professional and clinical field of  
therapeutic and holistic incorporation of everyday life activities and person-centered techniques, 
with individuals or groups, to promote health and wellness through engagement in desired life 
roles (AOTA, 2008).  Occupational therapists believe willful participation in life roles and 
everyday activities are vital to all individuals and seek to improve quality of life in those who 
have or are at risk for developing “illnesses, injuries, diseases, disorders, conditions, 
impairments, disabilities, activity limitations, or participation restrictions” (AOTA, 2008, p. 
673).   
Personal control.  Personal control is an individual’s ability to alter the environment, 
with the outcomes being reliant on personal actions (Mirowsky & Ross, 1998; Thompson & 
Prottas, 2006).  This might refer to the ability of an individual to alter the environment in which 
he or she exists, by coming and going through his or her own actions, and by accessing various 
means of transportation.   
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Quality of life.  “A client’s dynamic appraisal of life satisfactions (perceptions of 
progress toward identified goals), self-concept (the composite of beliefs and feelings about 
themselves), health and functioning (including health status, self-care capabilities), and 
socioeconomic factors [e.g.  vocation, education, income]” (AOTA, 2008, p. 674). 
Self-efficacy.  As described historically by Bandura (1982), self-efficacy is characterized 
by the belief that a desired outcome can be attained through personal agency and personal effort. 
Summary 
The performance tasks necessary for older adults’ continued driving, various 
transportation options, and continued community mobility are often limited due to challenging 
health issues (AOTA, 2006; Foley et al., 2002).  The loss of independence and decreased quality 
of life associated with driving cessation and decreased community mobility is related to a 
tremendous increase in costs to individuals, society, and the healthcare system (Barua et al., 
2011; Ciraulo et al., 2011; Evans, 1995; Kramer et al., 2005; Merrill & Zieve, 2010).  
Occupational therapists are uniquely qualified to address issues with community mobility and 
can assist senior citizens by extending the amount of time older individuals might safely drive, 
easing the transition of driving cessation, and assisting with accessing public transportation 
options (AOTA, 2006).  The purpose of this study was to explore the community mobility habits 
of senior citizens and to examine the relationships between driving status and community 
mobility in terms of quality of life, perceived autonomy, and health.  The results of this study add 
to the body of research, help to define the community mobility needs of the senior citizen 
population, and inform occupational therapists and other healthcare professionals who address 
community mobility concerns. 
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Chapter Two: Review of Literature  
Chapter two contains descriptions of aging and community mobility perspectives in 
society, the associated policy perspectives, related theories, and the current views held by the 
occupational therapy profession.  The research database of PsycINFO was primarily used to 
locate information. A number of other databases were searched, including ProQuest Social 
Science, ProQuest Psychology, SocINDEX, Sociology: a SAGE Full-Text Collection, 
Psychology: a SAGE Full-Text Collection, Health Sciences: a SAGE Full-Text Collection, 
PsycARTICLES, and MEDLINE (EBSCO).   
Driving Cessation 
An older driver might discontinue driving for a number of reasons; most commonly, 
cessation occurs due to safety concerns and fixed incomes, necessitating choices about the use of 
available resources (AOTA, 2006; Perlmutter et al., 2010; Vrkljan et al., 2010).  Safety concerns 
include age-related declines in reaction time and vision capabilities that cause senior citizens to 
choose driving cessation (AOTA, 2006; Perlmutter et al., 2010; Vrkljan et al., 2010).   
Perlmutter et al. (2010) conducted interviews with 96 community-dwelling adults in the 
United States over the age of 55.  Various assessments were administered to determine 
individuals’ levels of driving participation, vision, depression, hearing, social class, health, and 
cognition (Perlmutter et al., 2010).  Researchers concluded participation in driving was often 
limited by decreased vision, decreased cognition, and depression for older adults (Perlmutter et 
al., 2010).      
While many older individuals have conditions which do not affect driving safety, others 
experience functional limitations which make driving unsafe (Hunt, Brown, & Gilman, 2010; 
NHTSA, 2012).  Individuals with early Alzheimer’s disease (AD) are not recommended to 
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continue driving, even while supervised, due to the dynamic and potentially dangerous nature of 
driving and the unpredictable and degenerative nature of the disease (Hunt et al., 2010).  Early 
symptoms of AD include the loss of recent memory and inability to recognize environments that 
should appear familiar (Hunt et al., 2010).  In a 10-year exploratory study of 207 lost drivers 
with dementia, researchers reported 70 drivers were not found, 32 were found deceased, 35 were 
found injured, and 81 were unharmed when located (Hunt et al., 2010).  Hunt et al.’s (2010) 
findings support driving cessation in cases when cognitive conditions prevent senior citizens 
from safely operating a vehicle.   
Many of the performance aspects of driving also rely on intact physical motor skills 
(Rand & Eng, 2010).  Older adults often experience decreased functional capabilities related to 
hand and arm use, which might also affect driving abilities (Rand & Eng, 2010).  Hand and arm 
use is often reduced due to decreased motor coordination, reduced grip strength, and decreased 
manual dexterity secondary to conditions such as rheumatoid arthritis, osteoarthritis, fractures, 
and stroke (Rand & Eng, 2010).   
Vrkljan et al. (2010) discussed the implications of osteoarthritis, rheumatoid arthritis, and 
arthritis.  Over 46 million people in the United States and 4 million people in Canada have 
arthritis, many of whom rely on driving to maintain mobility, independence, and social 
participation (Vrkljan et al., 2010).  Safety and driving-related concerns related to arthritic 
drivers were examined through the use of focus groups (Vrkljan et al., 2010).  Researchers found 
that driving is considered crucial for maintaining community mobility and independence among 
senior citizens with arthritis (Vrkljan et al., 2010).   
Vrkljan et al. (2010) concluded that older adult drivers with arthritis greatly valued their 
driving ability and experienced motor vehicle operational difficulties related to their condition 
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(Vrkljan et al., 2010).  Many individuals with arthritis reported driving impairments due to joint 
pain, stiffness, and decreased range of motion (Vrkljan et al., 2010).  The identified 
physiological difficulties that directly impaired individuals’ abilities to safely drive included 
impaired reaction time, difficulty turning corners and turning the head to check blind spots, and 
difficulty performing vehicle maintenance and operating controls (Vrkljan et al., 2010).   
Risks Associated with Driving 
Despite the availability of safety information and training, the possibility of traffic-related 
injury and death remains a realistic concern for all drivers (Cobb & Coughlin, 2000).  Fears of 
injury or death are strongly related to safety concerns while an older individual is driving, and 
the probability of these events is considered during driving cessation decisions (Cobb & 
Coughlin, 2000).  Classen, Shectman, Awadzi, Joo, and Landford, (2010a) examined the effects 
of predictor variables on crash-related injuries using calculated risk probability and state crash 
data information from 5,345 older adult Florida drivers.  Multiple databases were used, including 
the Florida Traffic Crash Records Database and the Florida Department of Highway Safety and 
Motor Vehicles (Classen et al., 2010a).  The participants’ mean age was 76.08 years and 45.7% 
of participants were women (Classen et al. 2010a).   
Classen et al. (2010a) found that 44.6% of participants had sustained crash-related 
injuries and that female drivers had a higher injury probability (44%) than male drivers (29%) 
when involved in car accidents.  The researchers concluded that critical driving errors such as 
failure to remain in-lane, yield, and accept appropriate car-to-car gaps predicted crash-related 
injuries nearly 50% of the time (Classen et al., 2010a).  Speed regulation (34%), vehicle 
positioning (25%), and adjustment-to-stimuli (21%) errors were also correlated with greater 
crash-related injuries (Classen et al., 2010a).   
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Cobb and Coughlin (2000) discussed the direct effects of continued senior driving on 
mortality rates.  Cobb and Coughlin (2000) concluded that the fatality rate for the general 
population of individuals over the age of 75 is higher than any other age group and is about 32 
per every 100,000 miles driven.  Cobb and Coughlin predicted that future older-driver fatalities 
will increase as a function of population growth, with the projected fatality rate increasing from 
about 7,000 in 2000 to approximately 23,000 by 2030 (2000).  Cobb and Coughlin’s (2000) 
findings support awareness of the dangers that might accompany the continued driving of senior 
citizens.  In 2009, there were 178,101,000 licensed drivers aged 16 to 64 and 32,899,000 
licensed drivers aged 65 and older (U.S. Department of Commerce, 2012).  The demographic 
aged 16 to 64 experienced an accident rate of 8.5% (15,140,000), with 2.7% (40,700) of the 
accidents being fatal (U.S. Department of Commerce, 2012).  The licensed drivers aged 65 and 
older experienced an accident rate of 41.3% (1,360,000), with 5.4% (7,300) of the accidents 
being fatal (U.S. Department of Commerce, 2012).  This census information also supports the 
need for awareness about the high rate of accidents and fatalities among senior citizen drivers.   
In instances where driving can no longer be continued safely, senior citizens might chose 
an alternative form of community transportation.  However, if there are no means of maintaining 
community mobility in an independent way, such as through public transportation, older 
individuals might experience many negative effects (Brachtesende, 2003; Philips, 1993).  Older 
individuals might feel reliant on others, dependent on the schedules of others, incapable, 
discouraged, or feel a loss of control over their own lives following driving cessation 
(Brachtesende, 2003; Philips, 1993).  Individuals who rely on friends and family for 
transportation assistance are at the mercy of another person’s schedule, and realistically there are 
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always more individuals in need of a ride than the number of people available and willing to 
provide it (Yanochko, 2002).   
Driving Assessment  
Many individuals with driving difficulties are reluctant to discontinue driving.  One 
participant described by Vrkljan et al. (2010) stated, “There’s a fear that if you lose your license, 
you lose your freedom” (p. 262).  Formal assessment services and vehicle adaptations might be 
beneficial in addressing issues related to safety and vehicle operation and are available to older 
adults (Vrkljan et al., 2010).  The presumed high cost of driving assessments and adaptations 
often cause older adult drivers to commonly forgo both (Vrkljan et al., 2010).  Self-assessment 
screening tools might offer individuals opportunities to understand changes due to aging, and 
how the changes might affect driving, without the immediate fear of losing one’s license.   
Driving safety self-assessment options include computer-based tests, formal classes, and 
resources for further education.  The AAA Foundation for Traffic Safety provides self-
assessments for older adults to identify driving risk areas through a series of computer-based 
questions, designed to measure accuracy and speed of response (AAA Foundation for Traffic 
Safety, 2012).  The AAA Foundation for Traffic Safety self-assessments require access to a 
computer and are available free of charge, yield confidential results, and can each be completed 
within an hour (AAA Foundation for Traffic Safety, 2012).   
The National Highway Traffic Safety Administration (NHTSA) also provides free 
resources for older adults to learn about driving safety, screening and evaluation, vehicle 
adaptation, identify driving risks, and assist friends and neighbors who are having difficulty with 
driving safely (NHTSA, 2012).  The NHTSA also provides information about driving safety and 
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its relationship to physical aging, medication, and a variety of conditions (NHTSA, 2012).  
NHTSA resources are available for free online and in print (NHTSA, 2012).   
The American Associations Retired Persons (AARP) Driver Safety Program offers free 
online self-assessments, as well as formal driving safety courses for members and nonmembers 
(AARP, 2012).  The AARP Driver Safety Program classes are available across the country for 
under $20 per 6-hour class in the classroom, and for under $30 per class series online (AARP, 
2012).  Information is not readily available on the confidentiality of AARP driving class results 
(AARP, 2012).   
The AOTA (www.aota.org/olderdriver, www.car-fit.org) has several informational 
documents suggesting a variety of proactive measures that senior citizens can take to improve 
driving safety (AOTA, 2012).  The AOTA provides free resources for older adults to learn about 
driving safety, identify driving risks, access community mobility options, learn more about the 
role of OT, contact a driving rehabilitation specialist, and assist friends and neighbors who are 
having difficulty with driving safely (AOTA, 2012).   
Car-Fit, which is sponsored by the AOTA, AAA, and AARP, also provides information 
about community mobility and driving safety, and offers free 30-minute car safety evaluations 
across the country (AARP & AAA, 2012).  Car-Fit claims it is a highly effective program based 
on a pilot-test of the Car-Fit program in 2005, in which 300 older adults attended safety 
evaluation events in 10 cities (AARP & AAA, 2012).  Car-Fit researchers concluded that 37% of 
participants had a least one critical safety issue that was addressed; 10% were seated too close to 
the steering wheel, and approximately 20% did not have at least a 3-inch line of sight over the 
steering wheel (AARP & AAA, 2012).  The vast majority of test-pilot Car-Fit participants stated 
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that they made changes to increase driving safety and were more willing to discuss driving safety 
and health, as a result of the Car-Fit program (AARP & AAA, 2012).      
Relationship of Driving Cessation to Overall Quality of Life, Health, and Mortality   
The ability to drive is considered a valued skill and personal necessity by many senior 
citizens (Dickerson et al., 2011).  Many occupational therapy practitioners and other 
professionals consider mobility the foundation of overall health and independent living 
(Brachtesende, 2003).  When there are few options available for senior transportation, overall 
quality of life might rapidly decline as a result (“Being Able to Drive,” 2004; Brachtesende, 
2003; Philips, 1993; Yamkovenko, 2009).  Quality of life suffers due to the loss of independent 
scheduling for activities such as grocery shopping, working or volunteering, attending 
community events and religious services, and visiting friends and family (“Being Able to Drive,” 
2004; Brachtesende, 2003; Philips, 1993; Yamkovenko, 2009).  When faced with the difficult 
alternatives of transportation, one non-driving older adult concluded “You’re giving up your 
freedom when you give up your car” (Swope, 2005, p. 40).  Another senior non-driver 
commented by saying, “I don’t want to depend on anyone, but I have to, it almost feels like 
you’re in prison” (Philips, 1993, p. A10).  Audrey Straight, the senior policy advisor with 
AARP's Public Policy Institute stated that community mobility is “…critical for keeping people 
connected and for helping them feel they're in charge of their lives" (Brachtesende, 2003, para. 
6).  Wendy Stay, an occupational therapist who specializes in senior driver assessment and 
rehabilitation, also remarked that "there's a tremendous sense of loss when you can't drive 
anymore.  You're losing the ability to do for yourself, and that's devastating" (Brachtesende, 
2003, para. 6).   
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The negative feelings associated with driving cessation are linked to decreased autonomy 
(Deci & Ryan, 1987; Langer & Rodin, 1976; Rodin & Langer, 1977).  Low levels of perceived 
autonomy, or the ability to govern oneself, are shown to have detrimental effects, such as 
declining demeanor and motivation, in studies by Deci and Ryan (1987).  Langer and Rodin 
(1976), and Rodin and Langer (1977) have extensively examined the damaging effects of low 
levels of perceived autonomy.  It was concluded that low levels of perceived autonomy indicated 
lower levels of intellectual stimulation and active engagement, decreased quality of life, and 
increased mortality rates (Langer & Rodin, 1976; Rodin & Langer, 1977).   
Langer and Rodin (1976) found that older individuals in residential care facilities who 
were given an increased perception of control over their decisions exhibited overall 
improvements in a self-report of happiness.  The 24 participants in the responsibility-induced 
condition received more positive nurse ratings related to demeanor and motivation, as compared 
to the 28 participants in the control group (Langer & Rodin, 1976).  It was also found that 93% 
of the responsibility-induced participant group experienced an increased perception of control 
(Langer & Rodin, 1976).  The findings are limited in their applicability because the study was 
restricted to institutionalized settings and might not generalize to community settings where 
seniors live independently or with family members (Langer & Rodin, 1976). 
Research by Rodin and Langer (1977) supported that when given the opportunity to 
assert greater control over their lives, such as making transportation decisions and having an 
intact driving ability, senior citizens exhibited marked increases in their general health and a 
decline in mortality rate.  Rodin and Langer (1977) found an inverse relationship between 
independence and mortality rate.  Compared to a 25% average baseline mortality rate, the group 
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with an enhanced sense of control experienced only a 15% rate of mortality (Rodin & Langer, 
1977).   
When an individual loses his or her ability to drive after a lifetime of self-reliance in 
relation to transportation, the psychological effects can be devastating (Freeman, Gange, Munoz, 
& West, 2006; Marottoli et al., 1997, 2000).  Driving cessation is linked to social isolation, 
depression, early admissions to nursing homes, increased health care costs, and decreased quality 
of life (Freeman et al., 2006; Marottoli et al., 1997, 2000).  Previous researchers also described a 
lack of meaningful and purposeful activities as strongly related to a decline in physical and 
mental health, depression, and the loss of integrity, social inclusion, and one’s sense of 
independence, (AOTA, 2006; Foley et al., 2002; Rodin & Langer, 1977).  While the lack of 
meaningful and purposeful activities among any age group produces negative outcomes, the 
effects are perhaps more pronounced among the elderly, due to the compounded effects of 
seemingly overwhelming life changes and the perspective of losing one’s independence and 
purpose in life (Brachtesende, 2003; Boyle, Buchman, & Bennett, 2010; Merrill & Zieve, 2010; 
Philips, 1993).  Many seniors, having felt independent their entire lives, experience 
psychological and physical declines after accepting dependence on others (Philips, 1993).   
When faced with decreased transportation options, seniors also suffer as a result of 
limited access to medical care.  Philips (1993) demonstrated that in 1993, 60% of the elderly, 
rural, poor were not licensed to drive. Additionally, at least 50% of elderly, rural residents did 
not have access to federal assistance programs due to their lack of transportation (Philips, 1993).  
It has become increasingly common to hear reports that involve dire situations due to limited 
mobility (“Being Able to Drive,” 2004; Philips, 1993).  In some cases, life-saving medical 
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treatments such as chemotherapy and supportive treatments of all types are delayed for extended 
periods of time due to seniors’ lack of transportation (Philips, 1993).   
Depression 
Poor quality of life and a perceived lack of autonomy, due to driving cessation or other 
factors, can contribute to depression (“Being Able to Drive”, 2004; Merrill & Zieve, 2010; 
Philips, 1993).  A variety of life changes experienced by senior citizens can increase the risk for 
depression or exacerbate existing depression (Merrill & Zieve, 2010).  Risks for depression 
might be increased following an event of perceived loss of independence and purpose in life, 
which are associated with difficulties in community mobility and driving (Boyle, Buchman, & 
Bennett, 2010; Merrill & Zieve, 2010).   
Depression is one of the leading causes of disability worldwide, is widespread among senior 
citizens, and affects approximately 8.4% of the older adult population in the U.S.  (Barua et al., 
2011; Kramer et al., 2005; Merrill & Zieve, 2010).  Depression contributes to high medical costs 
for society and the healthcare system, low productivity, compromised quality of life, and poor 
outcomes for the affected individual (Kramer et al., 2005).  Depression has a devastating effect 
on affected individuals and their quality of life (Ciraulo, Evans, Qiu, Shader, & Salzman, 2011; 
Evans, 1995).   
Depression is an enormous cost to society and is a significant contributor to morbidity and 
mortality among the elderly (Ciraulo et al., 2011; Evans, 1995).  In older adults, the costs of 
depression can be magnified by increased stress on affected individuals and their caregivers, 
often leading to the older adult’s admission into residential care (Evans, 1995).  Depression 
might be related to driving cessation due to the observed declines in quality of life and perceived 
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autonomy following driving cessation (“Being Able to Drive”, 2004; Merrill & Zieve, 2010; 
Philips, 1993).   
Long-Term Care  
The personal and public costs of senior residential care facilities can be enormous, and are 
projected to increase (Blauhous & Reischauer, 2011; Vock et al., 2010).  The cost per person of 
living in a senior residential care facility averages more than $50,000 yearly (AARP, 2007).  
About one-third of residents pay privately for the entire cost of residency and approximately 5% 
of private payers must additionally purchase long term care insurance after their personal funds 
are exhausted (AARP, 2007).  The cost of Medicare is projected to increase from about 3.6% of 
the US gross domestic product (GDP) in 2010, to 5.5% of GDP by 2035, and to about 6.2% of 
GDP by 2085 (Blauhous & Reischauer, 2011; Vock et al., 2010).  Medicare typically finances 
shorter residential stays for individuals who are disabled or over the age of 65 (AARP, 2007). In 
2005, Medicare served approximately 41 million senior citizens (Vock, Hunter, Prah, & 
Madigan, 2010). 
 In cases of decreased functioning and the need for long-term residency, Medicare will not 
fund residential expenses (AARP, 2007).  Instead, about 66% of senior residential care facility 
residents fund their care through Medicaid, a federal and state health insurance program also for 
individuals of low socioeconomic status (AARP, 2007).  If the individual resides in a Medicaid 
approved facility, Medicaid funds the older individual’s residential stay, typically only following 
exhaustion of personal resources (AARP, 2007).   
Medicaid is the nation's foremost long-term care program.  In 2005, Medicaid served 
approximately 53 million Americans (Vock et al., 2010).  Older Americans account for about 9% 
of individuals receiving Medicaid (Vock et al., 2010).  Medicaid accounts for about 43% of total 
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long-term care expenditures and for nearly 60% of individuals in senior residential care facilities 
(Vock et al., 2010).  In 2005, the federal and state governments spent a combined $330 billion on 
the annual Medicaid budget, which accounted for about 22% of a given state’s budget (Vock et 
al., 2010).  Approximately 7 million eligible senior citizens receive both Medicare and Medicaid 
services accounting for more than 40% of total Medicaid spending, due to the typically extensive 
needs of these individuals (Vock et al., 2010).  Increased enrollment in Medicaid, due to the 
growing numbers of senior citizens and increased levels of economic hardship in recent years, is 
projected to increase costs (Vock et al., 2010).  The rising cost of senior citizens’ medical and 
care expenses results from a combination of factors, often including a loss of community 
mobility, and the related decline of functional independence, decreased quality of life, and 
declining health (Barua et al., 2011; Ciraulo et al., 2011; Cohen-Mansfield & Wirtz, 2011; 
Evans, 1995; Kramer et al., 2005; Merrill & Zieve, 2010). 
Relationship of Driving Cessation to Social Inclusion and Social Isolation   
The lack of mobility faced by seniors also carries the heavy price of social isolation, 
which has serious negative implications for general health and well-being (“Being Able to 
Drive,” 2004; Philips, 1993).  Limited community access due to driving cessation can lead to 
decreased community participation, social isolation, and depression (AOTA, 2006; Foley et al., 
2002).  Based on the 2001 Transportation Survey, over half of all non-drivers over the age of 65 
remain in their homes on a given day, typically making 15% fewer trips to the doctor and 65% 
fewer outings for social, family, and religious reasons (“Being Able to Drive,” 2004).  In the 
senior citizen population, drivers leave their homes an average of 8 times per week for social 
reasons alone, whereas non-drivers only venture out of their homes an average of 3 times weekly 
(“Being Able to Drive,” 2004).   
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Philips (1993) also implicated the lack of transportation as leading to a lack of 
stimulation and boredom, which can cause illness.  Boredom is often due to the absence of the 
individuals’ grown children, who often move away from their parents in search of greater 
economic opportunities and independence (Philips, 1993).  According to Price, the creator of one 
of the few small volunteer senior transportation systems, many seniors are “dropping out of 
society because they don’t know how to stay in it” (Philips, 1993, p. A10). 
In a study of 90 adults aged 65 and older, researchers compared participation by older 
individuals living in the community according to their primary transportation mode used (Dahan-
Oliel, Mazer, Gélinas, Dobbs, & Lefebvre, 2010).  Researchers indicated that “drivers, public 
transport users, and walkers had higher participation levels compared to passengers and adapted 
transport/taxi users” (Dahan-Oliel et al., 2010, p. 491).  One interpretation of these findings are 
that continued community participation of older individuals is not solely reliant upon driving, but 
rather relates to the ability of an individual to otherwise access community resources (Dahan-
Oliel et al., 2010). 
Related Policies and Programs 
Some researchers, after attributing the loss of driving ability to decreased quality of life, 
stressed the need for urgent public awareness and political attention in resolving the matter 
through greater public transportation options (Brachtesende, 2003; Foley et al., 2002).   
According to Foley et al. (2002) specific involvement by “health professionals, transportation 
planners, and policymakers” is necessary (p. 1289).  Foley et al. (2002) also stated that the 
“failure to fully recognize the magnitude and importance of this transition among older adult 
drivers will compromise goals of improving the quality of life in old age, both now and in the 
foreseeable future” (p. 1289). 
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Bryna Helfer, a transportation policy analyst with the Federal Transit Administration 
(FTA), stated "we know that decreased mobility leads to decreased participation in community, 
which leads to increased depression and increased loss of functionality" (Brachtesende, 2003).   
The U.S. Department of Transportation (DOT) is the overarching organization for the FTA.  The 
DOT declared their utmost goal of operation is to “serve the United States by ensuring a fast, 
safe, efficient, accessible and convenient transportation system that meets our vital national 
interests and enhances the quality of life of the American people, today and into the future” (U.S.  
Department of Transportation [DOT], n.d., para. 1).   
The generally accepted view of public transit by senior citizens is that it is “dirty, 
dangerous, and difficult to use” (Swope, 2005, p. 40).  Additional reported barriers to the use of 
bus systems include the fear of crime during use of public transportation, lack of shelters at bus 
stops, waiting for the bus, and impaired vision due to dirty bus windows (Patterson, 1985).  
Senior citizens expressed a desire for reserved seats on crowded buses, improved patience and 
help from drivers, easier means of access, and more police protection on buses, at bus stops, and 
in neighborhoods (Patterson, 1985).  Patterson (1985) concluded that feelings of control in 
regards to public transportation would be beneficial to older adults who utilize bus services.  
Current literature to further support the research of Patterson (1985) and Swope (2005) was not 
found.   
In addition to stated goals, the top priorities of the DOT are the need to “keep the traveling 
public safe and secure, increase their mobility, and have our transportation system contribute to 
the nation's economic growth” (DOT, n.d., para. 1).  Some DOT efforts focus on increasing the 
mobility of older adults (Kalousdian, 2004).  In the interest of safety, the DOT has been 
improving the readability and visibility of many traffic signs (Kalousdian, 2004).  The DOT 
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reported that the number of people over age 70 who were killed on the nation’s highways 
increased from 3,716 in 1988 to 4,934 in 1998, which is a 33% increase in a 10 year span (Cobb 
& Coughlin, 2000).  Improved roadway signs will assist current older adult drivers; the current 
efforts are not beneficial to seniors who are currently unable to drive (Kalousdian, 2004).   
Ed Barlow, president of Creating the Future, a company dedicated to strategic population 
planning, responded to policy agendas by stating that the transitions related to the “senior 
population, and [transitions that] will happen with the senior population, are happening much 
faster than we’re building the capacity for by way of infrastructure, programs and services to 
address the needs” (Kalousdian, 2004, p. 6).  Barlow believes that “there will be serious 
consequences” related to inadequate planning for the needs of the growing senior citizen 
population (Kalousdian, 2004, p. 6). 
The DOT and other involved departments have made few suggestions for acceptable 
solutions for mobility-restricted seniors, for whom driving and travel by foot are often hazardous 
alternatives (Cobb & Coughlin, 2000; NHTSA, 2006; Philips, 1993).  The most recent 
suggestions by the NHTSA suggested  “non-driving options [could] include public transportation 
such as a fixed route trail, bus, para-transit, community transportation (e.g. community bus), 
demand-responsive transit (e.g. dial-a-ride), flex-route, Independent Transportation Networks, 
volunteer services, taxis, bicycles or tricycles, hitchhiking, and walking” (NHTSA, 2006, p. 10).   
Some of the suggested alternative options to driving, such as hitchhiking and walking, are 
unrealistic in rural areas, outdated, and not reflective of modern safety concerns for senior 
citizens (“Being Able to Drive,” 2004).  
It is important to note that the problem does not lie solely with the DOT or the NHSTA, 
since other means of ensuring safety cannot be addressed exclusively by these agencies, such as 
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the critical driving errors of seniors on the road (Classen et al., 2010a).  Lane maintenance, 
yielding, and car-to-to-car gap acceptance errors predicted crash-related injuries with nearly 50% 
probability in a study of over 5,000 older Florida drivers (Classen et al., 2010a).  Perhaps critical 
errors and related injuries and fatalities could be lessened with greater awareness and screening 
for unsafe driving habits among the senior population (Brachtesende, 2003). 
Foundations in Theory 
 Occupational Science 
Many of the discussed implications are consistent with the theories proposed by 
occupational scientists, and humanist principles in general (AOTA, 2006; 2008; Fleming-
Castaldy & Orentlicher, 2010).  Several well-researched areas of occupational science support 
the belief that feelings of autonomy, independence, participation, and inclusion are a necessity of 
healthy functioning (AOTA, 2006; 2008).  Occupational science in itself is the holistic and 
person-centered support of health and participation in life through engagement in desired life 
roles and everyday activities (AOTA, 2008).  Occupational science also refers to the therapeutic 
application of person-centered principles and purposeful activity to promote the wellbeing of 
each individual (AOTA, 2008).   
Empowerment Theory 
Authors of occupational therapy empowerment theory, which is derived from occupational 
science theory, describe several concepts as being central to the personal psychosocial needs of 
individuals (Fleming-Castaldy & Orentlicher, 2010).  The psychosocial needs described in 
empowerment theory include autonomy, control, an internal locus of control, self-determination, 
self-efficacy, and self-management (Fleming-Castaldy & Orentlicher, 2010).  Autonomy is 
described as being free choice for independence, control refers to the ability to create change in a 
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situation, and an internal locus of control indicates a sense of personal causality (Fleming-
Castaldy & Orentlicher, 2010).  Self-determination is defined as self-directed assertions, self-
efficacy is a belief in personal effort, and self-management is based on choice through 
authoritative roles (Fleming-Castaldy & Orentlicher, 2010).  The six concepts of empowerment 
theory are necessary to fulfill an individual’s psychosocial needs for mastery, competency, 
confidence, and empowerment in their life endeavors (Fleming-Castaldy & Orentlicher, 2010).   
Self- Determination Theory 
In the self-determination theory, theorists explained that an individual’s choices result 
from personal choice and free will (Ryan & Deci, 2000).  The needs for perceived autonomy and 
for competence are basic human necessities according to self-determination theorists (Ryan & 
Deci, 2000).  Autonomy and competence are vital for the psychological and holistic health and 
well-being of an individual (Ryan & Deci, 2000).  When personal choice is stifled, health and 
well-being decline (Ryan & Deci, 2000).  When mobility and independence decrease, the related 
issues of health and well-being also show a decline (Freeman et al., 2006; Marottoli et al., 1997; 
2000).  
Basic Needs Theory 
Basic needs theory is part of the self-determination theory from a humanist perspective 
(Deci & Ryan, 2008).  Basic needs theorists stated that psychological needs, such as perceived 
autonomy, are closely related to the healthy development and functioning of an individual (Deci 
& Ryan, 2008).  In the basic needs theoretical perspective, healthy functioning occurs only to the 
extent that a person’s needs are satisfied (Deci & Ryan, 2008).  If an individual in a challenging 
situation, such as an older adult with limited transportation options, cannot fulfill his 
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psychological need of feeling independent, his development and functionality will deteriorate 
(Deci & Ryan, 2008). 
Theory in Relation to Non-Drivers 
Non-drivers are severely limited in their ability to engage in social functions, which 
negatively affects perceived autonomy and negatively influences the degree to which an 
individual might engage in his or her environment (Freeman et al., 2006; Marottoli et al., 1997; 
2000).  Autonomy orientation, another concept of self-determination theory, infers that 
individuals’ desires to remain independent and mobile derive from the self-directed values and 
personal choices of an individual (Deci & Ryan, 1987).  Occupational science and humanist 
theorists maintained that individuals who value social interactions and independence will 
continue to value them into older age and as personal circumstances change (AOTA, 2006; Foley 
et al., 2002; Rodin & Langer, 1977).  Older adults might not be able to easily assert their 
personal choices and values because of limited mobility and an inconvenient dependence on 
others (“Being Able to Drive,” 2004). 
Senior citizens will continue to hold values for independence and unattainable social 
interaction goals despite to changed driving status and personal circumstances (Deci & Ryan, 
2008; Ryan & Deci, 2000). The poor fit between values, goals, and circumstances creates a poor 
environment for integrity and self-confidence (Deci & Ryan, 1987).  When integrity and self-
confidence suffer, the negative psychological state could influence the development of physical 
illnesses (AOTA, 2006; Foley et al., 2002; Rodin & Langer, 1977).  Driving cessation is 
specifically related to the development of depression in older adults (Freeman et al., 2006; 
Marottoli et al., 1997; 2000). 
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The concept of self-efficacy, described by Bandura (1982), includes the belief that a 
desired outcome can be attained through personal agency and personal effort.  Belief in personal 
effort is undermined when people lack confidence in their ability to exercise control over their 
actions.  Individuals with low efficacy expectancies often suffer when compared to people with 
more favorable expectancies, because individuals with low efficacy lack the confidence and 
ability required to exert their own choices (Bandura, 1982).   
Occupational Therapy Current Perspectives about Driving 
The AOTA Centennial Vision is the defined plan for the future of the occupational 
therapy profession (AOTA, 2011).  The authors of the Centennial Vision indicated that the 
occupational therapy profession has a strong interest in increased involvement in the practice 
area of productive aging (AOTA, 2011).  Additionally, the authors of the Centennial Vision 
identified driving rehabilitation and training as an emerging area of practice for occupational 
therapy (AOTA, 2011).  Occupational therapist, Carole Sithong, stated “As more people start 
nearing retirement age… the profession of occupational therapy needs… to have practices and 
assessments established so we can better serve this aging population” (Sithong, n.d., as cited in 
Brachtesende, 2003, para. 6). 
Community mobility is a well-defined domain of occupational therapy practice (AOTA, 
2008).  Occupational therapy service delivery for driver evaluation and rehabilitation is not 
currently widespread (AOTA, 2008; Korner-Bitensky et al., 2010).  Of 133 Canadian 
occupational therapists who worked with older individuals, only 25 offered on-road driving 
assessments and even fewer (n=11) offered driver retraining services (Korner-Bitensky et al., 
2010).  Korner-Bitensky et al. (2010) found clinicians were twice as likely to use shorter driver 
screening tools as opposed to more in-depth driver assessments, clinicians tended to feel more 
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competent in driver screening than complete driver assessment, and many were interested in 
continued education in the field of driver assessment.  Researchers concluded that clinicians 
would benefit from professional training related to driving assessment and interventions to better 
incorporate these services into their practice (Korner-Bitensky et al., 2010).   
Occupational therapists have the extensive knowledge and training needed to recognize 
the impact of the aging process, and the physical and cognitive factors that affect driving 
performance and safety (AOTA, 2006; Brachtesende, 2003; Scott, n.d.; Yamkovenko, 2009).  
Occupational therapy services can assist older adults in community mobility and independence, 
helping to ensure individuals’ meaningful participation in the community and prevent the 
physical, cognitive, and social declines that are associated with driving cessation (AOTA, 2006).  
Occupational therapy professionals use “skill-building, behavioral, and adaptive approaches” to 
evaluate the strengths, needs, and risks associated with older drivers and older non-drivers (Scott, 
n.d., p. 1).  Each older individual’s ability to drive safely is addressed through the therapists’ 
identification of the driver’s strengths, physical and cognitive challenges, and assistive device 
and behavioral adaptation needs (AOTA, 2006). 
Operating a vehicle to access community resources is an instrumental activity of daily 
living (IADL) as per occupational therapists (Brachtesende, 2003; Yamkovenko, 2009).  IADLs 
are “activities to support daily life within the home and community that often require more 
complex interactions than self-care” (AOTA, 2008, p. 631).  Occupational therapists generally 
consider driving cessation a last resort and can help older adult drivers by prolonging their ability 
to operate a vehicle safely by reducing risks (AOTA, 2006).  When driving cessation is 
necessary, occupational therapy services can ease the transition of the individual to using other 
forms of transportation (AOTA, 2006).   
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The need for development and refinement of driving assessments is also an area of concern 
that might limit occupational therapists involvement in senior citizen driving services. Ménard et 
al. (2012) found that occupational therapists feel they have a clear role in providing related 
services for the screening, assessment, and intervention of driving concerns for people with 
mental illnesses.  Of 20 Canadian occupational therapists, most participants stated that they were 
comfortable screening for driving risks and abilities (Ménard et al., 2012).  The participants’ 
reported that their ability to fully assess driving as an occupation was variable.  Of the few 
participants who reported confidence with conducting comprehensive driving assessments, only 
one participant reported that she was comfortable with the decision making required to make 
recommendations and determining fitness to drive (Ménard et al., 2012).  Ménard et al. (2012) 
determined that the lack of evidence-based research and validated evaluation tools needed for 
driving assessment contributed greatly to the lack of confidence experienced by occupational 
therapists.  Further education and research is recommended to support an increased role of 
occupational therapy in comprehensive driving services (Ménard, et al., 2012).     
Several occupational therapy driving assessments are currently undergoing various stages of 
development.  Vrkljan et al. (2010) are developing the Arthritis and Driving Toolkit, Duquette et 
al. (2010) are examining the validity of the Cognitive Behavioral Driver’s Inventory (CBDI), and 
Shechtman, Awadzi, Classen, Lanford, and Joo (2010) investigated the validity of the University 
of Florida’s on-road driving assessment.  Additionally, the Occupational Therapy Driver Off-
Road Assessment Battery was further developed by Unsworth, Pallant, Russell, Germano, and 
Odell (2010) of Australia, and the Safe Driving Behaviors Measure was examined by Classen et 
al. (2010b) of the US and Canada.   
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Test acceptability trends were noted by Dalchow, Niewoehner, Henderson, and Carr 
(2010) for fitness-to-drive evaluations for older adults.  Researchers found a higher acceptability 
of driving assessments adopted from the Neuropsychiatric Assessment Battery and Washington 
University Road test when compared to other off-road assessments (Dalchow et al., 2010).  
Occupational therapy involvement might increase with the development of additional 
assessments, in addition to greater research to facilitate professional development and 
competency in problem solving for senior citizens’ community mobility concerns (AOTA, 2011; 
Sithong, n.d., as cited in Brachtesende, 2003). 
As noted by the recent research in the area of driver training and assessment and the 
underlying theoretical foci, the profession of occupational therapy is poised to become prominent 
in the area of driver rehabilitation (AOTA, 2011).  There is a clear need for more research related 
to driver and older adults’ community mobility (AOTA, 2011).  Contained in Chapter 3 is a 
description of the Methodology of the current study.  
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Chapter Three:  Methods and Procedures 
Contained within chapter three is a description of the research questions, limitations, 
scope, participants, and selection methods used to complete the study.  Chapter three also 
contains a description of the operationalization of concepts into variables and information 
detailing the design, reliability, and validity of the measurement instruments.  
The Human Subjects Review Board at Ithaca College granted approval for the survey 
research design featuring a two-group comparison (Appendix A) after which participants were 
recruited, and data collected.  A demographics form and two assessments were given to 
participants with a tear-off informational cover page (Appendix C).  After being collected on site 
or returned by mail, the assessments were scored, and the results were analyzed.  Quantitative 
data was collected and used to examine relationships between the driving status, health, quality 
of life, and autonomy of senior citizens.   
Research Questions  
The limited research available, as noted in the reviewed literature, and the premise that 
occupational therapists are uniquely situated to assist older adults in prolonging driving status 
determined the design of four research questions. The intent of the research questions was to 
provide occupational therapists with more information about the significance of driving in the 
lives of older adults. The first research question directly questions the community mobility needs 
of senior citizens. The second, third, and fourth questions relate to the physical and psychosocial 
health and well-being of senior citizens in relation to their status as drivers or non-drivers.  
Question 1.  What are the community mobility habits of senior citizens? 
Question 2.  Is there a significant difference in general health between senior citizen 
drivers and senior citizen non-drivers? 
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  Question 3.  Is there a significant difference in quality of life between senior citizen 
drivers and senior citizen non-drivers?  
Question 4.  Is there a significant difference in perceived autonomy between senior 
citizen drivers and senior citizen non-drivers? 
Limitations, Delimitations, Assumptions 
 A primary limitation of the study was that it was not feasible to incorporate a very large 
and diverse sample size across a wide geographic range.  As a result, the study was unable to be 
generalized to all senior citizens in the United States, or New York, but instead was designed to 
provide an initial sampling of habits and the ways in which driving status affected senior citizens 
in the participant sample.  The study was time limited and limited by available funding.  
Delimitations included the targeting of senior citizens aged 64 and older, some of whom 
were drivers and some of whom were non-drivers. All participants were able to read and respond 
to the questions. All lived in the greater Ithaca, New York area.  
Based on the literature reviewed, one assumption held by the researcher was that drivers 
vs. non-drivers would report a better quality of life and better physical and psychosocial health in 
general. The researcher’s assumption had to be monitored during the analysis and interpretation 
phase of the study to help ensure that an unwanted bias did not influence outcomes.  It was also 
assumed that the tools used were reflective of the concepts targeted.  It was assumed that all 
respondents answered the survey questions honestly and to the best of their ability. 
Subjects and Selection Method 
Sample 
A convenience sampling of local senior citizens aged 64 and over were used.  The  
majority of the participants were from Ithaca, New York.  Approximately 80 survey packets were 
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distributed to potential participants.   
Recruitment 
Participants were recruited through advertising and personal contact.  Participants were also 
recruited through organizations located in Ithaca, New York, including the senior living 
communities Longview and McGraw House, and through the service agencies Lifelong and the 
Tompkins County Office of the Aging.  An informational flier was posted at several sites of 
recruitment (Appendix B).  Informed consent was implied through the completion and return of 
the anonymous surveys.   
The executive director of Lifelong was contacted and agreed to assist in the research project.  
Lifelong is an organization with the purpose of coordinating senior citizen services in the Ithaca, 
New York area.  An informational flier (Appendix B) was displayed in the main office area.  
Facility staff members volunteered to disperse survey packets to interested individuals.  
Completed survey packets were returned by mail. 
McGraw House is an assisted living residential senior living community in Ithaca, New York.  
An informational flier (Appendix B) was displayed in the main residential lobby and the service 
coordinator of McGraw House volunteered to disperse survey packets to interested residents.  
Completed and sealed survey packets were collected at McGraw House and were retrieved both 
personally and by mail.    
Longview is an assisted living and residential care facility for older adults in Ithaca, New 
York.  An informational flier (Appendix B) was displayed in the main residential lobby and the 
Ithaca College-Longview liaison volunteered to disperse survey packets to interested residents.  
Completed and sealed survey packets were collected at Longview and were retrieved personally 
and by mail.    
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The Tompkins County Office for the Aging provides service information and resources for 
senior citizens in the Tompkins County and Ithaca, New York area.  An informational flier 
(Appendix B) was displayed in the main office area and the director of the Tompkins Country 
Office for the Aging volunteered to disperse survey packets to interested individuals.  Completed 
survey packets were collected at the Tompkins County Office for the Aging and were retrieved 
personally and by mail.    
Inclusion and Exclusion Criteria   
Both male and female participants were included.  Drivers and non-drivers were included 
in the study.  The participants resided both inside and outside the Ithaca, New York area.  
Participants were excluded who were non-English speaking and who were below the age of 64. 
Operationalization of Concepts into Variables 
The dependent variables of general health, quality of life, and perceived autonomy were 
examined.  General health was measured by the Participant Demographics Form (Appendix D), 
which asked participants to identify conditions including past medical history for cancer, heart 
problems, high blood pressure, angina/chest pain, asthma, diabetes, osteoporosis, thyroid 
problems, rheumatoid arthritis, osteoarthritis, depression/anxiety, ulcers, infectious diseases, lung 
problems, hepatitis, anemia, allergies, fibromyalgia, kidney disease, stroke, seizures/epilepsy, or 
other conditions.  The Participant Demographics Form also asked individuals to describe 
exercise and smoking habits.  
Quality of life was measured as defined in the Quality of Life Inventory (QOLI). The 
QOLI was used to determine strengths and problems related to overall quality of life (Frisch, 
1994).  The QOLI Participant Form (Appendix F) includes questions about health, community, 
friends, children, learning, and other areas of life (Frisch, 1994).  The QOLI Participant Form 
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directions asked participants to rate how important an area of life is to their happiness and how 
satisfied participants are with each area of life (Frisch, 1994).  An overall quality of life score 
was obtained using the participants’ provided responses.  
Personal autonomy was measure as defined by the Autonomy Index Measurement Survey 
(AIMS). The AIMS was used to obtain a rating of self-reported appraisals of independence and 
personal control as related to lifestyles, time usage, and community mobility (Ruggiero, 2009).  
The AIMS Participant Form (Appendix H) contains questions related to independence and 
questions related to personal control, the sub-constructs of autonomy (Choi et al., 2008; Ford et 
al., 2000; Ruggiero, 2009).   
Measurement Instruments  
Demographics 
A demographics form was used to gather descriptive information about the health and 
habits of the participants.  The majority of the participant demographics questions were multiple 
choice, with some questions requesting participants to provide open-ended responses to explain 
multiple choice selections (Appendix D).  
Demographics included the independent variables of driving status, gender, residential 
area, and age.  Demographic information was collected via self-report through the use of the 
Participant Demographics Form. Participants reported descriptive information including gender, 
age, residential area, housing, health, general wellbeing, and happiness using the form.  
Participants were also asked if they currently or ever held a driver’s license and to identify 
themselves as being drivers, non-driving independent, or non-driving dependent.  Questions were 
also included that asked the primary means of transportation to different destinations and how 
often the participants traveled to these destinations.  The reasons and circumstances of driving 
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cessation were requested and participants were asked to clarify their family’s concerns about the 
participants’ driving abilities as they aged.  Information was also collected on the self-reported 
effects of driving abilities and public transportation on the schedule, activities, and life 
satisfaction of participants.  Lastly, participants were asked to identify the frequency and type of 
their community outings, the types of public transportation they used, and their impressions of 
the services in terms of ease of use.   
The Quality of Life Inventory (QOLI)   
The QOLI is an assessment designed by Michael Frisch that takes approximately 15 
minutes to complete (Frisch, 1994).  The QOLI was used to determine overall quality of life for 
each participant. Overall quality of life was determined by multiplying participants’ self-reported 
happiness and satisfaction ratings for each area of life to yield the weighted satisfaction score as 
per standardized procedures (Frisch, 1994).  The weighted satisfaction scores for all areas of life 
were added and then divided by the total number of areas of life, yielding the raw score (Frisch, 
1994).  The raw score was then used to determine the T-score, percentile score, and overall 
quality of life score (Frisch, 1994).  Raw score conversion was completed using tables provided 
in the QOLI Manual and Treatment Guide (Frisch, 1994).  The QOLI Participant Form is in 
Appendix F.  The QOLI Participant form contains open-ended questions, which were not 
included formally in the study.  
The QOLI is a measure of life satisfaction that “might complement symptom-oriented 
measures of psychological functioning in evaluating the outcome of interventions aimed at 
ameliorating mental disorders, disabling physical illnesses, and community-wide social 
problems” (Frisch, Cornell, Villanueva,  & Retzlaff, 1992, p. 92).  The QOLI has an internal 
consistency reliability of .79 (Frisch, 1994).  The QOLI is positively and significantly correlated 
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with other measures designed to evaluate quality of life and life satisfaction (Frisch, 1994).  In a 
1992 study, the QOLI test–retest values ranged from .80 to .91, and internal consistency values 
ranged from .77 to .89 across 3 clinical and 3 nonclinical samples (Frisch et al., 1992).   
The Autonomy Index Measurement Survey (AIMS)   
The AIMS is a researcher developed survey that was used to obtain a rating of self-
reported feelings of independence and personal control as related to lifestyles, time use, and 
community mobility (Ruggiero, 2009).  The AIMS takes about 15 minutes to complete and 
contained questions related to independence and questions related to personal control (Ruggiero, 
2009).  The AIMS directions asked participants to rate how much they agreed with each 
statement (Ruggiero, 2009).  The AIMS Participant Form is in Appendix H.  
In a previous field test with 10 participants, statistical analyses of the AIMS using 
Cronbach’s coefficient alpha indicated an internal consistency of .959 for the 30 items relating to 
independence and personal control (Ruggiero, 2009).  The sub-constructs of independence and 
personal control had a Pearson Correlation significance of .934, which indicated high internal 
consistency and high construct validity (Ruggiero, 2009).  The embellishment indicator items 
had an internal consistency of .869 (Ruggiero, 2009).  The AIMS also has a high overall 
convergent validity (Ruggiero, 2009).  The AIMS Measurement Development information and 
field test statistical analyses is in Appendix I.  No other validity or reliability studies were 
conducted on the AIMS. 
Design: Gathering, Analyzing, and Interpreting Data  
Descriptive analyses were used to determine the frequencies of the collected data.  A 
non-parametric test was used for all other analysis because a normal distribution could not be 
assumed, and because some data sets were collapsed due to the small sample size.  The Kruskal 
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Wallis one-way analysis of variance test was used, with confirmation of results through the 
visual analysis of box plots.  All statistical significance was set at the .05 level.   
Scope and Limitations of the Study 
The scope of the study focused on the demographic and community mobility information 
that participants provided, and the assessment results of two measurements, the AIMS and 
QOLI. The scope of participant inclusion was limited to convenience sampling. The narrow 
scope of the study and related concerns are the primary limitations.  The small sample size and 
use of convenience sampling provides an account that is not reflective of all senior citizens.  
Additionally, the surveys were distributed in a limited geographical area, which is not 
representative of senior citizens that live in the variety of communities across the United States.   
In Chapter 3 the methodology for the study was described. This was a survey study using 
three survey tools to compare older adult drivers to non-drivers.  Contained in Chapter 4 is a 
description of the results of the study.  
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Chapter 4:  Results 
Chapter 4 contains the findings of the study, including tables and figures to display the 
data.  The four research questions were addressed and the independent and dependent variables 
were further explored through post hoc analyses.   
Twenty-eight surveys were returned, 26 of which included complete driving status data.  
The rate of return was approximately 35%.  Demographic information was analyzed on the 
community mobility habits of all 28 participants. Data on participants’ health, quality of life, and 
perceived autonomy was analyzed using information in the 26 complete survey packets.   
Participant Demographics  
Driving status data was aggregated into two categories.  Information for participants who 
self-identified as either “non-driving independent” (n=4) or “non-driving dependent” (n=2) were 
combined into the single set of “non-driving” (n=6) participants and compared to “driving” 
(n=20) participants.  The driving status data set was aggregated due to the small sample size.   
Participants aged 64 to 74 (n=5) accounted for 17.9% of the sample, those aged 75 to 84 
(n=13) for 46.4%, and those aged 85 and older (n=10) for 35.7%.  The three age groups were 
aggregated into the comparison groups of individuals aged 64 to 84 and those aged 85 years and 
older, to closer reflect age delineations described by Hwang et al. (2006).  The “aged” are those 
aged 65 years and older and the “very old” are individuals who are 85 years of age and older 
(Hwang et al., 2006).  Individuals aged 64 years of age were included due to small sample size.  
For the participants aged 64 to 84 (n=17), 76.5% were reported as drivers (n=13).  Of the 
participants who were aged 85 years and older (n=9), 77.8% were reported as drivers (n=7). 
There were 4 non-drivers aged 64 to 84 years of age and 2 non-drivers aged 85 years and older.  
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There were a total of 16 female participants and 10 male participants. Among participants 
who reported driving status (n=26), 70% of male participants (n=7) and 81.3% of female 
participants (n=13) were reported as drivers. There were 3 male participants and 3 female 
participants who were non-drivers.  
The majority of the participants (70.4%) reported living in small to medium sized cities 
(n=19) and 53.6% of all participants were residents of senior housing communities (n=15). In 
terms of residential area, 11.1% of the participants (n=3) lived in very rural areas, 11.1% of 
participants (n=3) lived in rural small towns, 3.7% (n=1) lived in small town suburbs, and 3.7% 
(n=1) lived in large cities. Figure 1 displays information showing that all non-drivers (n=6) lived 
in small to medium sized cities (n=5) or in large cities (n=1). 
 
 
Figure 1. Residential Area and Driving Status 
 
 
Town 
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Research Question One.  What are the community mobility habits of senior citizens? 
 Research question one sought to explore the community mobility habits of senior 
citizens.  Self-reported information was collected on transportation frequency and impressions of 
driving status as related to independence, life satisfaction, scheduling, and activities (Appendix 
D).  Community outing data was also collected from participants to define the frequency and 
method of transportation for grocery shopping, health needs, friend visits, family visits, religious 
services, working, and volunteering (Appendix D). Participants were also asked about their 
family’s feelings related to their driving ability as they have aged and were asked to clarify their 
reasons for driving cessation (Appendix D).  The information was used to describe the 
community mobility habits of senior citizens in the participant sample.   
When asked about the importance of driving, participants reported that driving was either 
extremely important (n=10, 45.5%) or very important (n=10, 45.5%) to their sense of 
independence.  The vast majority of participants felt that driving ability positively affected their 
schedules and activities (n=20, 90.9%), and life satisfaction (n=20, 90.9%). 
 For overall transportation frequency, the majority of participants (39.3%) stated that they 
drove “nearly always” or “regularly” to their destinations (n=11).  It was reported that 21.4% of 
participants walked or biked (n=6), 3.6% were driven by their children (n=1), 7.2% were driven 
by their friends (n=2), and 17.9% used public transportation (n=5) “nearly always” or 
“regularly”. None of the participants identified their spouse or partner driving or their relatives 
driving to destinations as a transportation means that was used “nearly always” or “regularly.” 
Participants tended to go out into the community most frequently (3 times a week or 
more) for the purpose of grocery shopping (n=8, 29.6%); and least frequently (not at all) for the 
purpose of working or volunteering (n=15, 57.7%).  Table 1 contains information on the 
frequency of participants’ various community outings.  
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The majority of participants drove themselves to all locations (Table 2).  Individuals who 
drove tended to do so most frequently when going grocery shopping (n=17, 68%).  Participants 
who walked or bicycled did so most often when travelling for health needs (n=4, 17.4%) 
including to pharmacies, doctor appointments, and to receive medical treatments (Table 2).  
Participants who received transportation from another person driving primarily did so when 
attending religious services (n=4, 25%), and those who used public transportation were primarily 
traveling to work or to volunteer (n=4, 25%).  The only destination in which public 
transportation was not used at all was for religious services (Table 2).   
Participants were asked to clarify their family’s feelings about their driving abilities as 
they aged.  The majority of participants (n=17, 77.3%) stated that their families had not 
expressed concern.  Some participants felt that their families were concerned, but the participants 
did not agree with their concerns (n=2, 9.1%).  Other participants felt that their families were 
concerned and the participants somewhat agreed with these concerns (n=3, 13.6%).   
When asked about driving cessation, three of the participants stated they stopped driving 
less than a year ago and four participants stated they stopped driving 2 to 5 years ago. One 
participant who reported driving cessation did not fully cease driving, but had severely limited 
his or her driving habits.  The majority of participants who had ceased driving stated they had 
done so willingly (n=5, 83.33%).   
 Of the total participants, those who ceased driving identified their primary reasons for 
driving cessation as eyesight problems (n=2, 7.1%), financial reasons (n=2, 7.1%), and personal 
or life changes (n=1, 3.6%).  The greatest contributing factors were identified as safety concerns 
(n=4, 14.3%) and family concerns (n=2, 7.1%).  Figure 2 displays the self-identified reasons 
participants gave for driving cessation.   
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Table 1. 
Frequency of Community Outings 
______________________________________________________________________________ 
            3+ Times Weekly      1-2 Times Weekly      1-2 Times Monthly     Not At All  
              n            %               n          %              n         %                n          % 
Grocery Shopping   8  29.6        16        59.3   3       11.1              0         0.0 
Health Needs              0           0.0          7        28.0          17       68.0              1         4.0  
Local Family Visits     6         26.1          3        13.0            8       34.8              6        26.1 
Local Friend Visits      5         19.2            11        42.3            5       19.2         5        19.2 
Religious Services       1           3.8            12        46.2            3       11.5       10        38.5 
Work/Volunteering     5          19.2             4        15.4            2         7.7       15        57.7 
 
Table 2. 
Method of Transportation for Community Outings 
______________________________________________________________________________ 
                                   Driving                   Walk/Bike        Someone Else Drives       Public Transit      
                                    Times Weekly      1-2 Times Weekly      1-2 Times Monthly     Not At All  
              n            %               n       %                n       %                   n          % 
Grocery Shopping      17        68.0         1     4.0              3     12.0                 4        16.0 
Health Needs            14        60.9         4   17.4                 3     13.0                 2          8.7  
Local Family Visits   13        72.2              1     5.6              3     16.7                 1          5.6 
Local Friend Visits    11        57.9              2   10.5                 3     15.8         3        15.8 
Religious Services     10        62.5              2   12.5              4     25.0         0          0.0 
Work/Volunteering     7        58.3               1    8.3              1       8.3         3        25.0 
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Research Question Two.  Is there a significant difference in general health between senior 
citizen drivers and senior citizen non-drivers? 
Research question two asked if there was a significant difference in general health 
between senior citizen drivers and senior citizen non-drivers.  The p value, or significance value, 
was set at .05 for all statistical analyses.  The overall results were not statistically significant 
(X
2
(1) = .004, p= .951).  
The majority of the participants reported themselves to be in good health.  High blood 
pressure (n=16, 57.1%), osteoarthritis (n=10, 35.7%), heart problems (n=9, 32.1%), and allergies 
(n=8, 28.6%) were the most commonly cited health issues among participants (Figure 3).  Both 
Figure 2. Self-Identified Reasons for Driving Cessation  
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drivers (n=20) and non-drivers (n=6) were in good health.  Data was coded so that each response 
to the absence of a health condition yielded a score of 1, so that the higher the score, the healthier 
the participant was rated, out of a total of 21 surveyed conditions.  Drivers had an average health 
rating of 13.45 and non-drivers had an average health rating of 13.67 out of a possible 21 
positive health points.      
The majority of participants rated themselves as “very happy and content” and “fairly 
happy and content” (n=27, 96.4%).  Most participants rated their health as “excellent” and 
“good” (n=23, 82.2%).  Some participants rated themselves as “fairly unhappy and sad” (n=1, 
3.6%) and in “fair” health (n=5, 17.9%).  None of the participants rated themselves as “very 
unhappy and sad” and none of the participants rated themselves as in “poor health.”  Of those 
who reported regular exercise (n=19, 67.9%), 78.9% exercised 3 times a week or more (n=15).  
The majority of participants described themselves as non-smokers (n=22, 78.6%) and 5 
participants described themselves as previous smokers who had quit (17.9%).  Only one 
participant was a current smoker (3.6%).  Appendix E, Participant Demographics Form, Coding 
and Statistics, contains expanded statistics for participants’ health and lifestyle habits.  
Post hoc Kruskal Wallis tests comparing general health with gender (X
2
(1) = .857, 
p=.355), residential area (X
2
(1) = 1.459, p=.227), and age (X
2
(1) = 3.248, p=.071) revealed that 
there was not a statistically significant relationship between these variables.  In some areas of 
analysis, information for residential area was also aggregated.  “Very rural”, “rural small town”, 
and “small town suburb” were renamed “non-cities,” and “small to medium sized city” and 
“large city” were renamed “cities.” These categories were used for post hoc analyses for research 
question two. Demographic quality of life comparisons were completed for drivers and non-
drivers for gender, residential area, and age (Table 3). 
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Figure 3.  General Health Demographics  
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Table 3. 
General Health Results 
________________________________________________ 
    n  M   
Gender 
 Male   10  12.6 
 Female        18  15.56 
Residential Area 
 Cities   20  12.93 
 Non-Cities    7  17.5 
Age 
 64-84   18  16.52 
 85+   10  10.8 
 
Research Question Three.  Is there a significant difference in quality of life between senior 
citizen drivers and senior citizen non-drivers?  
Research question three asked if there was a significant difference in quality of life between 
senior citizen drivers and senior citizen non-drivers, as measured by the QOLI Participant Form 
(Appendix F).  The overall results were not statistically significant (X
2
(1) = .260, p= .610).  
Drivers (n=19) had a higher average quality of life score (M=13.79) than non-drivers (n=6, 
M=10.5).  
The majority of the participants were found to have an overall quality of life rating that was 
“high” (n=8, 29.6%) or “average” (n=16, 59.3%).  Fewer participants were found to have an 
overall quality of life rating that was “low” (n=1, 3.7%) or “very low” (n=2, 7.4%).  A post hoc 
analysis using Kruskal Wallis tests comparing quality of life with gender (X
2
(1) = .648, p=.421), 
residential area (X
2
(4) = 1.986, p=.738), and age (X
2
(1) = .428, p=.518) revealed that there was 
not a statistically significant relationship between these variables.  Demographic quality of life 
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comparisons were completed for drivers and non-drivers for gender, residential area, and age 
(Table 4).   
Statistical significance was found for one specific area of quality of life.  On the QOLI, 
participants aged 84 years and younger were significantly more satisfied (X
2
(1) = 3.839, p= .05) 
with their friends than those aged 85 and older.  Expanded statistics on the results of the QOLI 
are included in Appendix G, QOLI Participant Form, Coding and Statistics.  
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Table 4. 
Quality of Life Results 
______________________________________________________ 
     n  M   
Gender 
 Male    10  15.6 
 Female         18  13.06 
Residential Area 
 Very Rural        3  17.76 
 Rural Small Town    3  10.83 
 Small Town Suburb    1     7.5 
 Small to Medium City   18  13.44 
 Large City     1  16 
Age 
 64-84    18  14.76  
 85+    10  12.7 
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Research Question Four.  Is there a significant difference in perceived autonomy between 
senior citizen drivers and senior citizen non-drivers? 
Research question four asked if there was a significant difference in perceived autonomy 
between senior citizen drivers and senior citizen non-drivers, as measured by the AIMS 
Participant Form (Appendix H).  The overall results were not statistically significant (X
2
(1) = 
.676, p= .411).  Open-ended question responses were limited and were not formally included in 
the study.  
Drivers (n=20) had a higher level of perceived autonomy (M=14.18) than non-drivers 
(n=6, M=11.25). Although the overall relationship between perceived autonomy and driving was 
not significant, certain questions on the AIMS revealed higher levels of perceived autonomy for 
drivers.  Figure 4 shows the box plot of drivers and the statement, “I am satisfied with my level 
of independence.” Drivers and non-drivers have the same average response for this statement; 
however the ranges are distributed in opposite directions, showing statistically significant 
directional differences in perceived autonomy between drivers and non-drivers (X
2
(1) = 4.261, 
p=.039).     
The majority of the participants perceived their autonomy as either “average” (n=19, 
67.9%) or “high” (n=4, 14.3%).  Fewer participants perceived their autonomy as “low” (n=4, 
14.3%) or “very low” (n=1, 3.6%).  Post hoc Kruskal Wallis tests comparing perceived 
autonomy and gender, residential area, and age were completed.  There was not a statistically 
significant overall relationship between perceived autonomy and gender (X
2
(1) = 1.166, p=.28), 
residential area (X
2
(4) = .93, p=.92), or age (X
2
(1) = 3.502, p=.061).  Demographic perceived 
autonomy comparisons were completed for drivers and non-drivers for gender, residential area, 
and age (Table 5).   
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Driving Status 
Figure 4. Box plot of AIMS Question 10: “I am satisfied with my level of independence.” 
 
RELATIONSHIP OF DRIVING STATUS                                                                                 54 
 
 
 
Table 5. 
Perceived Autonomy Results 
______________________________________________________ 
     n  M   
Gender 
 Male    10  12.25 
 Female         18  15.75 
Residential Area 
 Very Rural       3  13.83 
 Rural Small Town    3  15.67 
 Small Town Suburb    1   18.5 
 Small to Medium City   19  13.29 
 Large City     1  18.5 
Age 
 64-84    18  16.67  
 85+    10  10.6 
RELATIONSHIP OF DRIVING STATUS                                                                                 55 
 
 
 
Post Hoc Analyses 
Further post hoc analyses were completed to further examine the relationships between 
variables.  Post hoc Kruskal Wallis tests suggested that there was not a statistically significant 
relationship between driving status and gender (X
2
(1) = .439, p=.508), residential area (X
2
(4) = 
5.650, p=.227), or age (X
2
(1) = .006, p=.94).  Residence in senior living communities was not 
significantly related to participant health or quality of life; participants who resided in senior 
living communities perceived themselves as significantly less autonomous than participants 
residing in the community (Table 6).   
There was not an overall significant relationship between health and quality of life (X
2
 
(3) = 4.234, p= .237); however, certain aspects of health and specific questions on the QOLI 
were found to have a significant relationship (Table 7).  Participants who had cancer and high 
blood pressure were found to have a statistically significantly lower quality of life, and 
participants who had heart problems and osteoarthritis were found to have a statistical 
significantly higher quality of life (Table 7).  The sample size was small, and therefore the 
application of the statistically significant analysis is limited.  
There was not an overall significant relationship between health and autonomy.  The 
relationship between health conditions and perceived autonomy was further explored.  The 
AIMS contained questions related to independence and questions related to personal control, as 
well as questions featuring absolute statements, which were designed to measure exaggerated 
response tendencies (Appendix H).   
Certain aspects of health and specific questions on the AIMS were found to have a 
statistically significant relationship (Table 8).  Participants who had cancer and heart problems 
were found to have significantly lower perceptions of autonomy and participants with high blood 
pressure were found to have significantly higher perceptions of autonomy (Table 8).  Further 
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statistical results from the AIMS are included in Appendix J, AIMS Participant Form, Coding 
and Statistics.  
 
Table 6. 
Senior Living Communities: Post Hoc Results 
________________________________________________________________________ 
   Senior Housing Community   Significance  
Health         X
2
(1) = 2.385, p= .122 
 n   15   13 
 M   12.3   17.4 
Quality of Life       X
2
(1) = .766, p= .382 
 n   14   13  
 M   12.71   15.38 
Perceived Autonomy       X
2
(1) = 3.93, p= .047 
 n   15   13 
 M   11.63   17.81 
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Table 7. 
General Health and Quality of Life: Statistically Significant Post Hoc Results 
______________________________________________________________________________ 
     n X
2
  p         Statistical Significance  
Cancer     6                     Lower Quality if Life 
 Money Satisfaction   3.938  .047 
 Helping Satisfaction   5.296  .021 
 Home Importance   4.545  .033 
High Blood Pressure   16                      Lower Quality if Life 
 Health Satisfaction   4.196  .041 
 Friend Satisfaction   5.665  .017 
Heart Problems   9                       Higher Quality if Life 
 Learning Importance   4.042  .044 
 Creativity Importance   5.416  .02 
 Creativity Satisfaction  4.97  .026 
Osteoarthritis    10            Higher Quality if Life 
 Neighborhood Importance  4.881  .027 
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Table 8. 
Health and Perceived Autonomy: Statistically Significant AIMS Post Hoc Results 
___________________________________________________________________________ 
                 n  Area                X
2
               p          Data Meaning        
Cancer       6                   Lower Perceived Autonomy  
 Question 1           Independence  5.440       .020  
 Question 2        Personal Control 4.169         .041 
 Question 10  Independence  6.833       .009 
 Question 14  Personal Control 5.075       .024 
 Question 21  Independence  4.105        .043 
 Question 36  Personal Control 5.046        .025 
Heart Problems    9        Lower Perceived Autonomy 
 Question 3  Independence  3.923        .048 
 Question 5  Personal Control 7.352        .007 
High Blood Pressure     16        Higher Perceived Autonomy 
 Question 17  Personal Control 4.613        .032 
 Question 32  Personal Control 6.355        .012 
 Question 33  Personal Control 4.722        .03 
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Chapter 5: Discussion 
Chapter 5 contains a discussion of results and ideas as they relate to previous research. 
The research questions, implications, and limitations of the study are discussed.  
The return rate for distributed participant surveys was approximately 35%.  According to 
Portney and Watkins (2009), a return rate of 30-60% is realistically expected for most mail and 
email studies.  Thirty-five percent is a low return rate, but within expected levels.  If the sample 
size had been larger, participants identifying themselves as non-driving independent and non-
driving dependent would have been compared and the relationships explored.  Even though there 
was an acceptable return rate, the resulting sample size was still quite small and the results 
should be interpreted with caution. 
The great majority of participants were from the Ithaca area. Based on US Census Data, 
Ithaca was reported to have a population of approximately 29,000 people in 2000 (MDNH, 
2012).  The population in the year 2000 included 1,527 people (4.27%) aged 65 to 84 years and 
309 people (1.06%) over the age of 85 years (MDNH, 2012).  Of the 1,836 people (6.27%) aged 
65 and older, there were 627 males and 1,209 females (MDNH, 2012).  The study was somewhat 
proportionate to the population of Ithaca in terms of gender. Of Ithaca residents over the age of 
65, 34.15% were male and 65.85% were female, and in the study, 38.46% were male and 
61.54% were female. For age, the study was less proportionate; 83.17% of Ithaca residents were 
ages 65 to 85 and 16.83% were aged 85 and older. The study included 64.29% of participants 
who were ages 64 to 85 and 35.71% who were aged 85 and older.  
Research Question 1: Community Mobility Habits 
Of the 6 non driver participants, 5 lived in residential living communities.  A causal 
relationship between driving cessation and entry into senior residential living communities could 
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not be established through a thorough search of available research.  Given the distribution of 
participants for overall living area (urban versus rural), perhaps the question of quality of life and 
autonomy is more related to where someone lives, as opposed to their driving status.  Dahan-
Oliel et al. (2010) found that drivers, public transit users, and individuals who walked to their 
destinations had higher levels of community participation than individuals who used adapted or 
arranged transport and those who relied on others for transportation. Conclusions by Dahan-Oliel 
et al. (2010) support the premise that continued community participation is reliant on the types of 
transportation access that older individuals have, instead of being solely reliant upon driving 
status.    
Reasons for driving cessation identified by the participants were supported by established 
research.  Cobb and Coughlin (2000) stated that driving cessation was primarily due to safety 
concerns and financial limitations, with declines in eyesight being a large contributing factor.  
O’Neill, Bruce, Kirby, and Lawlor (2000) reported health (29%) and expenses (34%) as the main 
reasons for driving cessation.  Participants in this study identified financial limitations and 
eyesight problems as the primary reasons for driving cessation, and additionally indicated that 
safety concerns were the largest contributing factor. 
 Community mobility was reported by participants as fairly flexible, safe, convenient, and 
satisfactory to use (Appendix E).  The participants’ perceptions did not support previous claims 
by researchers, who stated the majority of senior citizens find public transit dangerous, crowded, 
inconvenient, and generally unsatisfactory to use (Patterson, 1985; Swope, 2005).The findings 
yielded from this study of participants in Ithaca, New York could not be supported by established 
research and might be explained by variables in the specific geographic region, services 
available, and the small sample size.   
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Research Question 2: General Health  
The general healthiness of the sample population, the availability of public transportation 
in the Ithaca region, and the fact that all non-drivers in the participant sample lived in cities 
might have affected the results.  The Ithaca area features a variety of public transportation 
services to serve the population, including extensive bus systems, taxi services, and private car 
services (MDNH, 2012).  Ithaca College and Cornell University are located in the immediate 
Ithaca area, contributing to the population of more than 10,500 individuals aged 20 to 24, and 
additionally to the economic and transportation infrastructure in the region (MDNH, 2012).  
Perhaps if the participants lived in more rural areas without access to a public transportation 
network, a more significant difference in the results might have been noted.   
Additionally, Ithaca has a fairly highly educated population, including about 1,000 retired 
Cornell University faculty and staff members residing in the Ithaca area (K. Shaff, personal 
communication, December 16, 2011).  It is possible that the population takes an active role in 
their health and wellbeing due to education levels.  In 2008, a study was completed using 
combined death certificate data, census population estimates, and data from the National 
Longitudinal Mortality Study (Cutler & Meara, 2008).  Researchers found that between the 
1980s and 2000, life expectancy increased “nearly exclusively among high-education groups” 
(Cutler & Meara, 2008).  As of 2000, the group of individuals with higher education had a life 
expectancy of 82 years, while the group of high school graduates’ life expectancy remained at 75 
years (Cutler & Meara, 2008).  Additionally, the age expectancy gap widened due to increased 
sedentary lifestyles and smoking among the less-educated group (Cutler & Meara, 2008).  The 
participant population sample, primarily from Ithaca, New York, reflects the findings of Cutler 
and Meara (2008), in that the participants are likely as highly educated as those in the Cutler and 
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Meara study, 67.9% of the participant sample exercised regularly, and 96.4% were currently 
non-smokers.   
Research Question 3: Quality of Life 
The findings indicated that only those individuals with high blood pressure had 
significantly lower ratings of quality of life which is consistent with findings by Waldstein 
(2003).  Waldstein (2003) suggested that hypertension has a subtle impact on the brain, revealed 
by diminished cognitive function which might influence perceptions of quality of life.  When 
compared to individuals with normal blood pressure, individuals with hypertension were 
reported to have poorer performance on tests of attention, memory, learning, executive 
functioning, visuospatial skills, perceptual skills, and psychomotor abilities (Waldstein, 2003).  
Waldstein (2003) concluded that individuals with hypertension might experience decreased 
perceptions of their quality of life due to findings of correlated diminished cognitive functioning. 
Research Question 4: Perceived Autonomy 
Based on the data, individuals living in senior housing communities perceived themselves 
as less autonomous at a statistically significant level when compared to individuals living in the 
community.  Blaylock (2007) stated that the medical model of senior residential living facilities 
defines the experience as one that “removes most elements of autonomy… [and] often results in 
the loss of personhood” (p. 455). Blaylock (2007) stated that senior care facilities accelerate 
declines in independence, control, and functionality, causing residents to become unnecessarily 
dependent and perceive themselves as less autonomous. Blaylock’s (2007) descriptions refer 
more to “nursing homes” for “patients” who require skilled nursing care for chronic conditions 
and supervision for safety, as opposed to the two facilities in this study, which are designed as 
aging-in-place assisted living facilities with skilled nursing care available as needed (p. 455). 
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Due to the differences in the types of facilities described in this study and by Blaylock (2007), 
the comparative ability is limited.  
Relationships between Research Question Variables 
The results also yielded specific and significant links between health and quality of life, 
and between health and autonomy.  Individuals with cancer (n=6) were found to have lower 
quality of life in the areas of money satisfaction, helping satisfaction, and home importance, and 
had lower perceptions of autonomy, perhaps because of the serious and limiting nature of the 
disease.  In a study of 111 cancer survivors and 111 socio-demographically matched participants 
with no cancer history, cancer survivors perceived the same day-to-day life stressors as more 
severe and disruptive (Costanzo, Stawski, Ryff, Coe, & Almeida, 2012).  Cancer survivors also 
tended to experience an increased negative affect and negative physical symptoms in response to 
daily life stressors (Costanzo et al., 2012).   
It was somewhat surprising that depression (n=5) was not significantly correlated to 
either quality of life or perceived autonomy.  Research is limited, but does support that quality of 
life is reduced in individuals with depression (Angermeyer, Holzinger, Matschinger, & Stengler-
Wenzke, 2002).  Links between decreased purpose in life, personal control, independence, 
overall health, and wellbeing suggested that a link between depression and autonomy might be 
expected (Brachtesende, 2003; Deci & Ryan, 1987; Kafka, 2009). 
Other findings between health and quality of life and between health and autonomy could 
not be supported by existing research.  Significantly lower perceptions of autonomy were 
experienced by individuals with heart problems, again perhaps due to the serious and limiting 
condition of the disease.  Research could not be located to support or discredit the suggested link 
between decreased perceptions of autonomy and incidence of heart problems.  It is also unclear 
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why individuals with high blood pressure perceived their own autonomy at a higher level or why 
participants with osteoarthritis and heart problems were found to have a higher quality of life.  
Information to support or discredit these findings could not be located in available research.  
Many of the findings that are unfounded by established research might have occurred due to the 
small sample size of this study.   
Limitations 
Limitations were primarily related to the small sample size and reduced power of the 
study.  Although surveys were distributed outside of Ithaca, New York, the participants were 
mostly concentrated in the Ithaca area and the survey did not become widely available to all 
Ithaca community members.  Only two residential living communities were included.  The small 
participant sample size, limited population diversity, and limited geographical distribution 
reduced the ability to generalize these results to a larger population.   
The Participant Demographic Forms did not contain certain information that might have 
been valuable in retrospect.  Demographic Forms did not ask about participant education.  The 
Demographic Forms did not ask individuals to identify their reasons for entering senior living 
communities, and if driving cessation or community mobility was a factor in this decision.  The 
inclusion of these questions might have provided interesting or revealing comparison 
opportunities for the collected data.  Additionally, researcher contact information was 
inadvertently omitted from the Demographic Form, perhaps leaving participants with 
unanswered questions while completing the surveys. 
 Chapter 6 includes the conclusions of this study and recommendations for further 
research.
 65 
 
Chapter 6: Conclusions and Recommendations 
Contained in Chapter 6 are general conclusions about the study and recommendations for 
further research based on the findings and experiences of the study.  
Summary 
Presently in the United States, a major challenge for older individuals, the healthcare 
system, and the general public is decreased community mobility due to driving cessation or 
limited transportation for senior citizens (American Occupational Therapy Association [AOTA], 
2006; “Being Able to Drive,” 2004; Brachtesende, 2003; Foley, Heimovitz, Guralnik, & Brock, 
2002).  The purpose of this study was to explore the community mobility habits of senior citizens 
and to examine the relationships between driving status and community mobility as related to 
quality of life, perceived autonomy, and health.  Quantitative data from 28 participants was 
collected through the use of three tools: a Participant Demographics Form, the Quality of Life 
Index [QOLI] (Frisch, 1994), and a researcher-developed survey, the Autonomy Index 
Measurement Survey [AIMS] (Ruggiero, 2009).  No statistically significant relationships 
between drivers and non-drivers and health, quality of life, or perceived autonomy were found.  
Statistically significant relationships were found between specific health conditions, quality of 
life, and perceived autonomy.  Senior citizen participants residing in assisted living communities 
were found to have significantly lower perceptions of autonomy than senior citizens residing in 
the community.  Although limited by the small number of participants, the results of the study 
inform occupational therapists who work with older adults.  
It was surprising that the three statistical research questions were not found to have 
statistically significant results, given the suggestions by numerous research studies indicating 
that a more apparent difference may be found between drivers and non-drivers.  Although the 
RELATIONSHIP OF DRIVING STATUS                                                                                 66 
 
 
 
three statistical research questions indicated relationships that were not significant between 
driving status and overall health, quality of life, and perceived autonomy, certain aspects of these 
relationships were significant in the surveyed population.   
Implications for Future Research  
In the future, significantly more research must be completed on driving status and the 
relationship to health, quality of life, and perceived autonomy.  Larger sample sizes with more 
diverse populations across widespread demographic areas must be conducted to further explore 
the relationship of these variables in a way that may be generalized.  If the sample size had been 
larger, participants identifying themselves as non-driving independent and non-driving 
dependent would have been compared and the relationships explored.   
Further research is needed to explore the implications of driving cessation and 
community mobility as related to the availability of public transportation in urban versus rural 
areas. Future research may also be directed to the impact of living area and housing on quality of 
life and perceived autonomy.  The relationship of senior living communities should be examined 
further, given the findings of statistical significance for perceived autonomy indicated by specific 
questions on the AIMS.  The AIMS should be further developed.  As a researcher developed 
measure, the AIMS may be tested in larger, more diverse populations and statistically refined in 
the future.    
Recommendations to Practitioners 
Some research indicated that older non-driving individuals will be unable to preserve 
their feelings of independence, personal control, well-being, and value because they are unable to 
maintain healthy levels of social inclusion and activity with friends, family, and the community.  
Previous research was not supported by this study.  The results of this study, though limited in 
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their application, suggest that health, quality of life, and perceptions of autonomy are based on 
more than driving status.  Although unexpected, these results are positive in that they suggest 
that perhaps the loss of driving ability is not inherently detrimental to senior citizens in all 
contexts.   
Future research may indicate the need for a more inclusive and humanitarian national 
agenda, focused on the value and preservation of quality of life of older individuals, which may 
be vital to the accommodation of the needs of the growing senior population.  A national 
program could address the mobility needs of the older adult population, but it must be founded 
on research.  It could be argued that accommodation and integration of older individuals would 
spur an increase in national acceptance of senior citizens as contributing members of society.   
To create a fully inclusive, accessible, and convenient transportation system, the vital 
national interest of population aging must be addressed, with the goals of increasing the quality 
of life of millions of American people.  The need for continued research, education, and pursuit 
of knowledge in the area of driving cessation and community mobility is stressed to occupational 
therapy practitioners and others in the fields of public health, social psychology, and 
gerontology. 
Until such research is available and incorporated into the social and medical model of the 
United States, it is recommended that occupational therapy practitioners continue to look to the 
Centennial Vision goals of the AOTA (AOTA, 2011), and embrace community mobility and 
driving rehabilitation as an emerging and growing area of practice. Occupational therapists must 
continue to incorporate sound judgment, clinical reasoning, and evidence-based practice into 
skilled intervention in the areas of transitional planning, driving rehabilitation, community 
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mobility, and other related areas with the awareness of the potential for greater research in the 
future.  
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Appendices 
Appendix A.  Human Subject Review Board Information 
Human Subjects Review Board 
Proposal Details 
The Effects of Driving Ability on Community Mobility and Quality of Life in Senior Citizens 
 
1. General Information 
A. Funding: There are no outside funding sources needed for the study. Necessary costs will be 
covered by the Ithaca College Occupational Therapy Department. Any costs not covered by 
the OT department will be covered by the researcher. 
B. Location: Data will be collected in the Ithaca, NY area. 
C. Time Period: The study will begin in the Fall Semester of Fall 2011 and end by the 
completion of the Spring Semester of 2012.  
D. Expected Outcomes: The results of this research will be used as the primary thesis 
requirement for the Occupational Therapy Master’s of Science degree for the primary 
researcher. Data collected will be made available for future research and potential 
applications in practice, with the possibility for presentations through professional avenues.   
2. Related Experience of Researchers: 
Sara Ruggiero is a graduate student completing her Master of Occupational Therapy degree at 
Ithaca College. She has a Bachelor of Science degree in Occupational Science and a Bachelor of 
Arts degree in Psychology with a concentration in Neuroscience. Miss Ruggiero is primarily 
interested in the application of occupational therapy in the community and with the geriatric 
population. She has completed coursework in research methods, statistics, psychological tests 
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and measures, and has worked with the geriatric population, collaboratively gathered and 
analyzed statistical data for a published research study with the Ithaca College Psychology 
department, and has pilot tested the researcher-developed survey to be used in this study. 
Dr. Diane Long, Ed. D. MSOTR/L, is an associate professor and serves as the Chair of 
the Occupational Therapy Department at Ithaca College. Dr. Long supervises graduate students 
in group research and individual thesis projects in clinical reasoning, and other areas.  
Jessica Valdez Taves, MSOTR/L, is an assistant professor for the Occupational Therapy 
Department at Ithaca College. Professor Taves’ professional interests include driving 
rehabilitation, home safety, and fall prevention with the geriatric population. 
Dr. Mary Ann Erickson, Ph.D., is an associate professor and Department Chair of the 
Gerontology Institute at Ithaca College. Dr. Erikson has extensive knowledge in Aging Studies 
and has thoroughly researched social integration in the aging population. 
3. Benefits of the study:  
Previous research fails to provide complete coverage of older adults and quality of life, as 
related to occupational therapist involvement. The purpose of this study is to examine the 
relationship between driving ability and alternative forms of community mobility as related to 
quality of life for senior citizens. The results of this study will inform the profession of 
occupational therapy when addressing community mobility concerns among the older adult 
population. Specific research related to senior citizens’ community mobility concerns would be 
beneficial in increasing involvement of the occupational therapy profession in this area. 
There are no specific benefits to the participants. The primary researcher will gain an 
appreciation for conducting research.  
4. Description of the participants. 
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a. Number of participants. A desired participant population size for the study would include 50 
participants in each comparison group (driving, non-driving independent, non-driving 
dependent). 
b. Salient characteristics of the participants: This study will include seniors citizens aged 65 and 
over who complete the surveys. Participants will be included who are male and female and 
who are drivers and non-drivers. Participants will be excluded if they do not speak 
English. Individuals will be excluded if they are below the age of 65 or if they have never 
had a driver’s license.  
5. Description of Participation: This study will be completed using a survey approach to collect 
data for a three-group comparison. Once identified, participants will be mailed 3 forms to 
complete. The first, The Autonomy Index Measurement Survey (AIMS), will take participants 
approximately 15 minutes to complete (Ruggiero, 2009a). The second, The Quality of Life 
Inventory (QOLI), will also take participants approximately 15 minutes to complete (Pearson 
Education, 2011). A Demographics/General Information Sheet will also be used and will take 
approximately 15 minutes to complete. These surveys will be mailed back to researchers using 
pre-addressed, stamped envelopes. The written surveys feature an increased text font for ease of 
reading. 
6. Ethical Issues. 
a. Risks of Participation: There are minimal risks for individuals participating in the study. The 
time needed to complete the surveys might interfere with the daily routines of participants. 
b. Informed consent. An informational cover page will be included with each anonymous 
survey. All data will be aggregated and no identifying information will be reported. Return of 
the surveys will constitute permission for inclusion in the study. 
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7. Recruitment Procedure: 
Recruitment procedures. Participants will be recruited through email solicitation, advertising, 
and personal contact. Participants will be asked to complete the three anonymous 
surveys/forms and return them to the primary researcher in the provided pre-addressed, 
stamped envelope.  
Lifelong is a coordinator senior citizen services in the Ithaca NY area. Lifelong has been 
contacted through Diane Dawson, executive director. An informational display will be shown 
in a main facility area where facility staff members have volunteered to disperse survey 
packets to interested residents. The primary researcher will also be present during selective 
times to personally disperse survey packets. Completed survey packets might be returned to 
this location or mailed to the primary researcher.  
-Diane Dawson, ddawson@tclifelong.org. 
Longview is a residential senior living facility in Ithaca NY. Longview has been 
contacted through Christine Pogorzala, the Ithaca College Longview contact. Survey packets 
and advertisements will also be distributed through Longview.  
A short advertisement will be printed in an upcoming Longview newsletter as follows:  
Driving, Independence, and the Community: Research Opportunity for Older Adults; 
A new thesis study is seeking participation from Ithaca residents ages 65 and older. The 
study examines alternative forms of community mobility and independence for senior 
citizens after they have ceased driving. It will call for a rather large number of 
participants over the age of 65, including those who currently drive and those who do 
not drive. The study features three pencil/paper forms for participants to complete 
(approximately 40 minutes total) that are to be mailed back in pre-addressed, stamped 
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envelopes. The thesis study is being conducted by Ithaca College graduate student, Sara 
Ruggiero. Interested individuals might contact Christine Pogorzala. 
-Christine Pogorzala, (607) 274-1051, pogorzal@ithaca.edu.  
McGraw House is a residential senior living community in Ithaca NY. McGraw House 
has been contacted through Jane Segelken, service coordinator. An informational display will 
be shown in a main facility area where facility staff members have volunteered to disperse 
survey packets to interested residents. The primary researcher will also be present during 
selective times to personally disperse survey packets. Completed survey packets might be 
returned to this location or mailed to the primary researcher.  
-Jane Segelken, 607-272-7054, jane@mcgrawhouse.org 
The Tompkins County Office for the Aging has been contacted through Lisa Holmes, 
director. The Office for the Aging provides service coordination for senior citizens in the 
Tompkins County and Ithaca NY area. The Tompkins County Office for the Aging will be 
used to identify agencies through which to contact potential participants. Survey packets and 
advertisements will also be distributed through the Office for the Aging.  
-Lisa Holmes, (607)274-5485, lholmes@tompkins-co.org.  
a. Inducement to participate. There is no inducement to participate. Copies of the study results 
will be shared with participants if requested.  
8. Confidentiality/Anonymity 
To ensure anonymity, the survey results, demographic data, and any other interpretive data 
will be compiled and analyzed using a subject number only. Data will be aggregated for the 
purpose of reporting results. Surveys and all other materials will be kept in a locked file 
cabinet designated for this purpose.  
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9. Debriefing.  
As participants will not be deceived, there will be no structured debriefing process.  
10. Compensatory follow up 
As there are no foreseen negative physical or psychological outcomes as a result of 
participating in the study, a compensatory follow-up will not be necessary.  
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Appendix B.  Recruitment Advertisement Flier 
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Appendix C.  Cover Page for Surveys 
Tear-off Cover Page for Anonymous Paper Surveys 
The Effects of Driving Ability on Community Mobility and Quality of Life in Senior Citizens 
 
Community Mobility and Quality of Life Research 
I am a graduate student in the Occupational Therapy program at Ithaca College. I am studying 
the relationship between driving cessation, alternative forms of community mobility, and quality 
of life in senior citizens. I am asking for your assistance by completing the attached survey. 
These surveys ask you to respond to questions about your driving status, health, means of 
community mobility, feelings of independence, and feelings related to your quality of life. You 
should feel free to skip any questions you do not want to answer. You might withdraw from this 
study at any time. Only those packets returned with all three surveys completed, with all 
questions completed, can be used in the study. PLEASE FILL OUT THIS SURVEY ONLY IF 
YOU ARE AT LEAST 18 YEARS OF AGE.   
When you have finished the surveys, please return them in the enclosed pre-addressed envelope 
by December 15, 2011.  
Your completion and return of the surveys constitutes your consent to have your responses 
included in the study.  
DO NOT WRITE YOUR NAME ANYWHERE ON THIS SURVEY OR THE ATTACHED 
RETURN ENVELOPE.  
Please tear off this cover page and keep it for your records.  
 
Thank you so much for helping me complete my study! 
 
  
 
Sara Ruggiero, BS, BA 
Occupational Therapy 
Ithaca College 
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Appendix D. Participant Demographics Form 
 
Demographics and General Information 
Please do not write your name on this form. This information is anonymous and will allow us to 
provide an accurate description of participants in this survey study. Thank you for your time and 
participation!  
 
What is your sex? 
______  Male 
  ______  Female 
What is your age? 
______  59 years of age or younger 
  ______  60 to 64 years of age  
  ______  65 to 74 years of age 
  ______  75 to 84 years of age 
  ______  85 years of age or older 
What type of area do you live in?   
  ______  Very rural, farms and countryside 
  ______  Rural small town 
  ______  Small town suburb 
  ______  Small to medium sized city  
  ______  Large city, heavily populated 
Do you live in a senior housing community? 
  ______  Yes 
  ______  No 
Do you currently have a valid driver’s license?        
            ______  Yes 
            ______  No  
If no, did you previously have a valid driver’s license?      
                       ______  Yes 
                       ______  No 
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Health Information 
Past Medical History: Have you ever been told you have any of the following? 
Cancer Yes No  Ulcers Yes No 
Heart problems Yes No  Infectious diseases Yes No 
High Blood Pressure Yes No  Lung problems Yes No 
Angina/Chest Pain Yes No  Hepatitis Yes No 
Asthma Yes No  Anemia Yes No 
Diabetes Yes No  Allergies Yes No 
Osteoporosis Yes No  Fibromyalgia Yes No 
Thyroid problems Yes No  Kidney disease Yes No 
Rheumatoid arthritis Yes No  Stroke Yes No 
Osteoarthritis Yes No  Seizures/Epilepsy Yes No 
Depression/anxiety Yes No  Other    
 
Do you exercise regularly?           
______ Yes  
             How often?______________ 
      
______ No    
Do you smoke?       
______  Yes, currently  
    
______  I have quit smoking 
 
______ No 
 
Please rate your general health:  
 
______  Excellent  
      
______  Good     
  
______  Fair     
  
______  Poor 
 
How have you been feeling in the last month? 
 
______  Very happy and content    
    
______  Fairly happy and content   
  
______  Fairly unhappy and sad 
 
______  Very unhappy and sad 
 
Current Transportation 
Which of these statements best describes you?  
Please read carefully, choose only one: 
 
______ Driving. I currently drive a vehicle to access resources in the 
community. 
 
______        Non-driving dependent. I navigate the community  
through the use of public transportation or other means that require 
me to alter my schedules or to follow the schedules of others. 
 
______       Non-driving independent. I navigate the community on  
my own through the use of public transportation or other means 
that allow me to maintain my personal schedule and independence.  
Please continue to the next page -  
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Current Transportation 
 
Please rate how often you use each type of transportation: 
1 – Nearly Always 
2 – Regularly 
3 – Sometimes 
4 – Rarely 
5 – Almost Never 
  ______  I drive. 
  ______  I walk or bicycle. 
  ______  My spouse or partner currently drives me.  
  ______  My child currently drives me. 
If your child drives you, do they live with you? 
 ______  Yes     ______  No 
______  Another relative currently drives me.  
If your relative drives you, do they live with you? 
 ______  Yes     ______  No 
  ______  A friend currently drives me. 
______  I use a public transportation system (bus, taxi, etc).  
 
Have you ever been referred for driver rehabilitation services or a screening? 
  ______ No 
  ______ Yes - What was the result?  
        ______ They adapted my vehicle. 
        ______ They stated that I was safe to continue driving. 
    ______ They recommended I stop driving. 
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Please complete this page if you have stopped driving: 
 
If you stopped driving, when did you do so? 
______  Less than 1 year ago 
______  2 to 5 years ago 
______  6 to 10 years ago 
______  More than 10 years ago 
 
Please rate the reason(s) you stopped driving:  
Please assign number 1 to the most important primary reason, number 2 to partially contributing 
factors, and number 3 to factors that did not contribute to the decision. 
 
______  Hearing problems 
______  Eyesight problems 
______  Arthritis-related pain 
______  Memory problems 
______  A serious personal illness 
______  Safety concerns 
______  Family’s concerns 
______  Financial reasons 
______  Personal/life changes, explain: __________________________ 
 
Did you willingly choose to stop driving?              
 ______  Yes 
                         ______  No 
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Please complete this page if you currently drive:  
How important is continuing to drive to your independence? 
______  Extremely important 
______  Very important 
______  Neither important or unimportant 
______  Not important 
______  Not at all important  
Have you experienced any concerns from others regarding driving as you have aged? 
  ______  My family has not expressed concern. 
______  My family has been concerned, and they shouldn’t be. 
______  My family has been concerned, and I somewhat agree with them. 
Please explain: ____________________________________________________ 
 
_________________________________________________________________ 
 
_________________________________________________________________ 
 
How do you think your driving ability affects your schedule and activities? 
______  Positively 
______  Negatively 
______  No effect 
 
Please explain: ____________________________________________________ 
 
_________________________________________________________________ 
 
_________________________________________________________________ 
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Please complete this page if you currently drive:  
How do you think your driving ability affects your life satisfaction? 
______  Positively 
______  Negatively 
______  No effect 
 
Please explain: ____________________________________________________ 
 
_________________________________________________________________ 
 
_________________________________________________________________ 
 
Does this statement apply to you? 
“I never really drove, my spouse/partner used to drive us where we needed to go.”  
______  Yes          
______  No 
 
If your spouse or partner can no longer drive, why? 
______  My spouse/partner is ill 
______  My spouse/partner has passed away 
______  Household finances 
______  Other reasons, please explain: ____________________________ 
 
If your spouse or partner can no longer drive, what forms of transportation do you mostly use 
now?  
  ______  I have started driving  
  ______  Another person drives me 
  ______  I use public transportation: buses, taxis, etc.  
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Please complete this page if you currently use public transportation systems:  
Public Transportation Services 
           
If you felt that public transportation services were not convenient, safe, flexible, or reliable, 
please explain:  
______________________________________________________________ 
 
______________________________________________________________ 
 
 
 
 
 
 
 
 
What type of public 
transportation services that 
you use? 
How often do you use these 
services?  
 
What is your experience with 
this service?  
(Please answer YES or NO) 
1)  Bus (T-CAT, etc) 
 
 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
____ I do not use this service 
 
Is it convenient?  _______ 
 
Is it safe?             _______ 
 
Is it flexible?       _______ 
 
Is it reliable?       _______ 
 
2) Taxi or car service 
 
 
 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
____ I do not use this service 
 
 
Is it convenient?  _______ 
 
Is it safe?             _______ 
 
Is it flexible?       _______ 
 
Is it reliable?       _______ 
 
3) Gadabout, Dial-a-ride, 
etc. 
 
 
 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
____ I do not use this service 
 
 
Is it convenient?  _______ 
 
Is it safe?             _______ 
 
Is it flexible?       _______ 
 
Is it reliable?       _______ 
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Please complete this page if you currently use public transportation systems:  
Public Transportation Services 
 
How long have you been using public transportation services? 
 
______  I do not use public transportation services 
______  Less than 6 months 
______  Less than 1 year 
______  1 year or more 
______  Most of my life 
 
How do you think your use of public transportation affects your schedule and activities? 
______  Positively 
______  Negatively 
______  No effect 
 
Please explain: ____________________________________________________ 
 
_________________________________________________________________ 
 
_________________________________________________________________ 
 
How do you think your use of public transportation affects your life satisfaction? 
______  Positively 
______  Negatively 
______  No effect 
 
Please explain: ____________________________________________________ 
 
_________________________________________________________________ 
 
_________________________________________________________________ 
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Community Outings 
Community Outings How often do you go out into the 
community for this purpose?  
 
Most often:   
1) Shop for 
groceries or other 
home and personal 
products. 
 
 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
____ I do not go out for this purpose 
 
 
____ I drive. 
 
____ I walk or bicycle. 
 
____ Someone else drives me. 
 
____ I take a bus, taxi, etc.  
 
2) Go to 
pharmacies, doctor 
appointments, and 
receive medical 
treatment. 
 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
____ I do not go out for this purpose 
 
 
____ I drive. 
 
____ I walk or bicycle. 
 
____ Someone else drives me. 
 
____ I take a bus, taxi, etc.  
 
3) Spend time with 
family members 
locally. 
 
 
 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
____ I do not go out for this purpose 
 
 
____ I drive. 
 
____ I walk or bicycle. 
 
____ Someone else drives me. 
 
____ I take a bus, taxi, etc.  
 
4) Spend time with 
friends locally. 
 
 
 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
____ I do not go out for this purpose 
 
 
____ I drive. 
 
____ I walk or bicycle. 
 
____ Someone else drives me. 
 
____ I take a bus, taxi, etc.  
5) Attend religious 
services.  
 
 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ I drive. 
 
____ I walk or bicycle. 
RELATIONSHIP OF DRIVING STATUS                                                                                 86 
 
 
 
  
____ only 1 to 2 times a month 
 
____ I do not go out for this purpose 
 
 
____ Someone else drives me. 
 
____ I take a bus, taxi, etc.  
 
6) Work or 
volunteer. 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
____ I do not go out for this purpose 
 
 
____ I drive. 
 
____ I walk or bicycle. 
 
____ Someone else drives me. 
 
____ I take a bus, taxi, etc.  
 
7) Other:  
 
________________ 
 
________________ 
 
________________ 
 
____ 3+ times a week 
 
____ 1 to 2 times a week 
 
____ only 1 to 2 times a month 
 
 
 
____ I drive. 
 
____ I walk or bicycle. 
 
____ Someone else drives me. 
 
____ I take a bus, taxi, etc.  
 
 
 
 
 
 
Thank you for your participation! 
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Appendix E.  Participant Demographics Form and Statistics 
Research Demographics Statistics Sheet 
 
 
Q1: Participant number       total n=28 
 
Q2: Participant gender 
 1= male        n=10, 35.7% 
 2= female        n=18, 64.3% 
 
Q3: Participant age 
 1= 59 years of age or younger     n=0 
 2= 60 to 64 years of age      n=1, 3.6% 
 3= 65 to 74 years of age      n=4, 14.3% 
 4= 75 to 84 years of age      n=13, 46.4% 
 5= 85 years of age or older      n=10, 35.7% 
 
Q4: Participant’s type of residential area 
 1= very rural, farms and countryside      n=3, 11.1% 
 2= rural small town       n=3, 11.1% 
 3= small town suburb       n=1, 3.7% 
 4= small to medium sized city     n=19, 70.4% 
 5= large city, heavily populated     n=1, 3.7% 
 (1/28 missing data) 
 
Q5: Resident of a senior housing community 
 1= yes           n=15, 53.6% 
 2= no          n=13, 46.4% 
 
Q6: Current driver’s license 
 1= yes         n=26, 92.7% 
 2= no          n=2, 7.1% 
 
Q7: If no, previous valid driver’s license 
 1= yes         n=1, 50% 
 2= no          n=1, 50% 
 (26/28 missing data) 
 
Q8: Past medical history – cancer 
 1= yes          n=6, 21.4% 
 2= no          n=22, 78.6% 
 
Q9: Past medical history – heart problems 
 1= yes          n=9, 32.1% 
 2= no          n=19, 67.9%  
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Q10: Past medical history – high blood pressure 
 1= yes          n=16, 57.1% 
 2= no          n=12, 42.9% 
 
Q11: Past medical history – angina/chest pain 
 1= yes          n=4, 14.3% 
 2= no          n=24, 85.7% 
 
Q12: Past medical history – asthma 
 1= yes          n=2, 7.1% 
 2= no          n=26, 92.9% 
 
Q13: Past medical history – diabetes 
 1= yes          n=4, 14.3% 
 2= no          n=24, 85.7% 
 
Q14: Past medical history – osteoporosis 
 1= yes          n=5, 17.9% 
 2= no          n=23, 82.1% 
 
Q15: Past medical history – thyroid problems 
 1= yes          n=5, 17.9% 
 2= no          n=23, 82.1% 
 
Q16: Past medical history – rheumatoid arthritis 
 1= yes          n=2, 7.1% 
 2= no          n=26, 92.9% 
 
Q17: Past medical history – osteoarthritis 
 1= yes          n=10, 35.7% 
 2= no          n=18, 64.3% 
 
Q18: Past medical history – depression/anxiety 
 1= yes          n=5, 17.9% 
 2= no          n=23, 82.1% 
 
Q19: Past medical history – ulcers 
 1= yes          n=1, 3.6% 
 2= no          n=27, 96.4% 
 
Q20: Past medical history – infectious diseases 
 1= yes          n=3, 10.7% 
 2= no          n=25, 89.3% 
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Q21: Past medical history – lung problems 
 1= yes          n=2, 7.1% 
 2= no          n=26, 92.9% 
 
Q22: Past medical history – hepatitis 
 1= yes          n=0 
 2= no          n=28, 100% 
 
Q23: Past medical history – anemia 
 1= yes          n=2, 7.1% 
 2= no          n=26, 92.9% 
 
Q24: Past medical history – allergies 
 1= yes          n=8, 28.6% 
 2= no          n=20, 71.4% 
 
Q25: Past medical history – fibromyalgia 
 1= yes          n=0 
 2= no          n=28, 100% 
Q26: Past medical history – kidney disease 
 1= yes          n=1, 3.6% 
 2= no          n=27, 96.4% 
Q27: Past medical history – stroke 
 1= yes          n=2, 7.1% 
 2= no          n=26, 92.9% 
 
Q28: Past medical history – seizures/epilepsy 
 1= yes          n=0 
 2= no          n=28, 100% 
 
Q29: Past medical history – other 
 *Open response - Separate  
 
Q30: Exercise regularly 
 1= yes          n=19, 67.9% 
 2= no          n=9, 32.1% 
 
Q31: Frequency of exercise 
 1= twice a day        n=1, 5.3% 
2= daily         n=8, 42.1% 
3= six times a week        n=1, 5.3% 
4= three times a week       n=5, 17.9% 
5= two times a week        n=1, 5.3% 
6= variable         n=2, 10.5 
7= 2 hours a week        n=1, 5.3% 
(9/28 missing data) 
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Q32: Smoking 
 1= yes, currently        n=1, 3.6% 
 2= I have quit smoking       n=5, 17.9% 
 3= no          n=22, 78.6% 
 
Q33: Rating of general health 
 1= excellent         n=5, 17.9% 
 2= good         n=18, 64.3% 
 3= fair         n=5, 17.9% 
 4= poor         n=0 
 
Q34: Feelings of the last month 
 1= very happy and content        n=6, 21.4% 
 2= fairly happy and content       n=21, 75.0% 
 3= fairly unhappy and sad       n=1, 3.6% 
 4=very unhappy and sad       n=0 
 
Q35: Transportation statement that best describes participant 
 1= Driving        n=20, 76.9% 
2= Non-driving dependent        n=2, 7.7% 
3= Non-driving independent        n=4, 15.4% 
(2/28 missing data) 
 
Q36: Transportation frequency – driving 
 1= nearly always        n=10, 52.6% 
 2= regularly         n=1, 5.3% 
 3= sometimes         n=3, 15.8% 
 4= rarely          n=1, 5.3% 
 5= almost never        n=4, 21.1% 
 (9/28 missing data) 
 
Q37: Transportation frequency – walking or bicycling 
 1= nearly always        n=3, 27.3% 
 2= regularly         n=3, 27.3% 
 3= sometimes         n=4, 36.4% 
 4= rarely         n=0 
 5= almost never        n=1, 9.1% 
 (17/28 missing data) 
 
Q38: Transportation frequency – spouse/partner currently drives the participant 
1= nearly always        n=0 
 2= regularly         n=0 
 3= sometimes         n=5, 50% 
 4= rarely         n=0 
 5= almost never        n=5, 50% 
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 (18/28 missing data) 
 
Q39: Transportation frequency – child currently drives the participant 
1= nearly always        n=0 
 2= regularly         n=1, 11.1% 
 3= sometimes         n=1, 11.1% 
 4= rarely         n=2, 22.2% 
 5= almost never        n=5, 55.6% 
 (19/28 missing data) 
 
Q40: If the child drives, do they live with the participant 
 1= yes          n=7, 100% 
 2= no          n=0 
 (21/28 missing data) 
 
Q41: Transportation frequency – another relative drives the participant 
1= nearly always        n=0 
 2= regularly         n=0 
 3= sometimes         n=0 
 4= rarely         n=0 
 5= almost never        n=3, 100% 
 (25/28 missing data) 
 
Q42: If the relative drives, do they live with the participant 
 1= yes          n=2, 50% 
 2= no          n=2, 50% 
 (24/28 missing data) 
 
Q43: Transportation frequency – a friend drives the participant 
 1= nearly always        n=1, 14.3% 
 2= regularly         n=1, 14.3% 
 3= sometimes         n=2, 28.6% 
 4= rarely         n=1, 14.3% 
 5= almost never        n=2, 28.6% 
 (21/28 missing data) 
 
Q44: Transportation frequency – public transportation system 
 1= nearly always        n=2, 25.0% 
 2= regularly         n=3, 37.5% 
 3= sometimes         n=1, 12.5% 
 4= rarely         n=0 
 5= almost never        n=2, 25.0% 
 (20/28 missing data) 
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Q45: Previous referral for driver rehabilitation services or a driving screening 
 1= no          n=26, 100% 
 2= yes          n=0 
 (2/28 missing data) 
 
Q46: If yes, the result of the driver rehabilitation referral or screening:  
 1= the vehicle was adapted 
 2= it was stated that the participant was no longer safe to continue driving 
 3= it was recommended that the participant stop driving 
 Question Eliminated (28/28 missing data) 
 
Q47: If participant has stopped driving, when did they do so 
 1=less than 1 year ago       n=3, 42.9% 
 2= 2 to 5 years ago        n=4, 57.1% 
 3= 6 to 10 years ago        n=0 
 4= more than 10 years ago       n=0 
 (21/28 missing data) 
 
ORDINAL Q48: Rating of reasons for driving cessation – hearing problems 
 1= most important primary reason      n=0 
 2= partially contributing factor      n=0 
 3= factors that did not contribute to the decision    n=5, 100% 
 (23/28 missing data) 
 
Q49: Rating of reasons for driving cessation – eyesight problems 
 1= most important primary reason      n=2, 33.3% 
 2= partially contributing factor      n=1, 16.7% 
 3= factors that did not contribute to the decision    n=3, 50.0% 
 (22/28 missing data) 
 
Q50: Rating of reasons for driving cessation – arthritis-related pain 
 1= most important primary reason      n=0 
 2= partially contributing factor      n=0 
 3= factors that did not contribute to the decision    n=5, 100% 
 (23/28 missing data) 
 
Q51: Rating of reasons for driving cessation – memory problems 
 1= most important primary reason      n=0 
 2= partially contributing factor      n=1, 20.0% 
 3= factors that did not contribute to the decision    n=4, 80.0% 
 (23/28 missing data) 
 
Q52: Rating of reasons for driving cessation – a serious personal illness 
 1= most important primary reason      n=0 
 2= partially contributing factor      n=1, 20.0% 
 3= factors that did not contribute to the decision    n=4, 80.0% 
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 (23/28 missing data) 
 
Q53: Rating of reasons for driving cessation – safety concerns 
 1= most important primary reason      n=0 
 2= partially contributing factor      n=4, 80.0% 
 3= factors that did not contribute to the decision    n=1, 20.0% 
 (23/28 missing data) 
 
Q54: Rating of reasons for driving cessation – family’s concerns 
 1= most important primary reason      n=0 
 2= partially contributing factor      n=2, 40.0% 
 3= factors that did not contribute to the decision    n=3, 60.0% 
 (23/28 missing data) 
 
Q55: Rating of reasons for driving cessation – financial reasons 
 1= most important primary reason      n=2, 33.3% 
 2= partially contributing factor      n=1, 16.7% 
 3= factors that did not contribute to the decision    n=3, 50.0% 
 (22/28 missing data) 
 
Q56: Rating of reasons for driving cessation – personal/life changes 
 1= most important primary reason      n=1, 25.0% 
 2= partially contributing factor      n=0 
 3= factors that did not contribute to the decision    n=3, 75.0% 
 (24/28 missing data) 
 
Q57: Explain personal/life changes 
 *Open response – Separate 
 
Q58: Participant willingly chose to stop driving 
 1= yes          n=5, 83.3% 
 2= no          n=1, 16.7% 
 (22/28 missing data) 
 
Q59: Importance of continuing to drive to participant’s independence 
 1= extremely important       n=10, 45.5% 
 2= very important         n=10, 45.5% 
 3= neither important or unimportant      n=1, 4.5% 
 4= not important        n=1, 4.5% 
5= not at all important       n=0 
(6/28 missing data) 
 
Q60: Family concerns about the aging participant continuing to drive 
 1= my family has not expressed concern      n=17, 77.3% 
 2= my family has be concerned, and they shouldn’t be    n=2, 9.1% 
 3= my family has been concerned, and I somewhat agree with them  n=3, 13.6% 
RELATIONSHIP OF DRIVING STATUS                                                                                 94 
 
 
 
 (6/28 missing data) 
 
Q61: Explain family concerns about the aging participant continuing to drive 
 *Open response – Separate  
 
Q62: Effect of driving ability on schedule and activities 
 1= positively          n=20, 90.9% 
 2= negatively         n=0 
 3= no effect         n=2, 9.1% 
 (6/28 missing data) 
 
Q63: Explain effects of driving ability on schedule and activities  
 *Open response – Separate  
 
Q64: Effect of driving ability on life satisfaction 
 1= positively         n=20, 90.9% 
 2= negatively         n=1, 4.5% 
 3= no effect         n=1, 4.5% 
 (6/28 missing data) 
 
Q65: Explain effect of driving ability on life satisfaction 
 *Open response – Separate  
 
Q66: Statement – spouse/partner previously drove the participant but no longer does 
 1= yes          n=2, 10.5% 
 2= no          n=17, 89.5% 
 (9/28 missing data) 
 
Q67: If spouse/partner no longer drives, what is the reason 
 1= my spouse/partner is ill       n=0 
 2= my spouse/partner has passed away     n=3, 75.0% 
 3= household finances       n=0 
 4= other         n=1, 25.0%  
 (24/28 missing data)  
 
Q68: If spouse/partner no longer drives, what transportation means are used 
 1= participant has started driving      n=0 
 2= another person drives the participant     n=2, 100% 
 3= participant uses public transportation     n=0 
 (26/28 missing data) 
 
Q69: Frequency of public transportation used – bus 
 1= 3+ times a week        n=3, 37.5% 
 2= 1 to 2 times a week       n=2, 25.0% 
 3= only 1 to 2 times a month       n=1, 12.5%  
4= this service is not used       n=2, 25.0% 
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 (20/28 missing data) 
 
Q70: Bus convenience  
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
 
Q71: Bus safety 
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
 
Q72: Bus flexibility 
 1= yes          n=3, 75.0% 
 2= no          n=1, 25.0% 
 (24/28 missing data) 
 
Q73: Bus reliability 
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
 
Q74: Frequency of public transportation used – Taxi/car service 
 1= 3+ times a week        n=0 
 2= 1 to 2 times a week       n=0 
 3= only 1 to 2 times a month       n=4, 44.4%  
4= this service is not used       n=5, 55.6% 
 (19/28 missing data) 
 
Q75: Taxi/car service convenience 
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
 
Q76: Taxi/car service safety 
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
 
Q77: Taxi/car service flexibility 
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
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Q78: Taxi/car service reliability  
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
 
Q79: Frequency of public transportation used – arranged public transportation 
 1= 3+ times a week        n=1, 10.0% 
 2= 1 to 2 times a week       n=3, 30.0% 
 3= only 1 to 2 times a month       n=2, 20.0%  
4= this service is not used       n=4, 40.0% 
 (18/28 missing data) 
 
Q80: Arranged public transportation convenience 
 1= yes          n=7, 100% 
 2= no          n=0 
 (21/28 missing data) 
 
Q81: Arranged public transportation safety 
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
 
Q82: Arranged public transportation flexibility 
 1= yes          n=4, 80.0% 
 2= no          n=1, 20.0% 
 (23/28 missing data) 
 
Q83: Arranged public transportation reliability 
 1= yes          n=6, 100% 
 2= no          n=0 
 (22/28 missing data) 
 
Q84: Explain experiences with transportation not being convenient, safe, flexible, reliable 
 *Open response – Separate  
 
Q85: Length of time using public transportation services 
 1= participant doe not us public transportation services   n=4, 33.3% 
 2= less than 6 months        n=2, 16.7% 
 3= less than one year        n=0 
 4= 1 year of more        n=4, 33.3% 
 5= most of my life        n=2, 16.7% 
 (16/28 missing data) 
 
Q86: Effect of public transportation on schedule and activities 
 1= positively          n=4, 57.1% 
 2= negatively         n=1, 14.3% 
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 3= no effect         n=2, 28.6% 
 (21/28 missing data) 
 
Q87: Explain effect of public transportation on schedule and activities 
 *Open response – Separate  
 
Q88: Effect of public transportation on life satisfaction 
 1= positively          n=5, 71.4% 
 2= negatively         n=2, 28.6% 
 3= no effect         n=0 
 (21/28 missing data) 
 
Q89: Explain effect of public transportation on life satisfaction 
 *Open response – Separate 
 
Q90: Frequency of outings for shopping  
 1= 3+ times a week        n=8, 29.6% 
 2= 1 to 2 times a week       n=16, 59.3% 
 3= only 1 to 2 times a month       n=3, 11.1%  
4= the participant does not go on outings for this purpose   n=0 
(1/28 missing data) 
 
Q91: Typical transportation used for shopping outings 
 1= participant drives        n=17, 68.0% 
 2= participant walks or bicycles      n=1, 4.0% 
 3= someone drives the participant      n=3, 12.0% 
 4= participant uses a means of public transportation   n=4, 16.0% 
 (3/28 missing data) 
 
Q92: Frequency of outings for pharmacies, doctor appointments, medical treatments 
 1= 3+ times a week        n=0 
 2= 1 to 2 times a week       n=7, 28.0% 
 3= only 1 to 2 times a month       n=17, 68.0%  
4= the participant does not go on outings for this purpose   n=1, 4.0% 
(3/28 missing data) 
 
Q93: Typical transportation used for pharmacies, doctor appointments, medical treatments 
 1= participant drives        n=14, 60.9% 
 2= participant walks or bicycles      n=4, 17.4% 
 3= someone drives the participant      n=3, 13.0% 
 4= participant uses a means of public transportation   n=2, 8.7% 
 (5/28 missing data) 
 
Q94: Frequency of outings for local family visits 
 1= 3+ times a week        n=6, 26.1% 
 2= 1 to 2 times a week       n=3, 13.0% 
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 3= only 1 to 2 times a month       n=8, 34.8%  
4= the participant does not go on outings for this purpose   n=6, 26.1% 
(5/28 missing data) 
 
Q95: Typical transportation used for local family visit outings 
 1= participant drives        n=13, 72.2% 
 2= participant walks or bicycles      n=1, 5.6% 
 3= someone drives the participant      n=3, 16.7% 
 4= participant uses a means of public transportation   n=1, 5.6% 
 (10/28 missing data) 
 
Q96: Frequency of outings for local friend visits  
 1= 3+ times a week        n=5, 19.2% 
 2= 1 to 2 times a week       n=11, 42.3% 
 3= only 1 to 2 times a month       n=5, 19.2%  
4= the participant does not go on outings for this purpose   n=5, 19.2% 
(2/28 missing data) 
 
Q97: Typical transportation for local fiend visit outings 
 1= participant drives        n=11, 57.9% 
 2= participant walks or bicycles      n=2, 10.5% 
 3= someone drives the participant      n=3, 15.8% 
 4= participant uses a means of public transportation   n=3, 15.8% 
 (9/28 missing data) 
 
Q98: Frequency of outings for religious services 
 1= 3+ times a week        n=1, 3.8% 
 2= 1 to 2 times a week       n=12, 46.2% 
 3= only 1 to 2 times a month       n=3, 11.5%  
4= the participant does not go on outings for this purpose   n=10, 38.5% 
(2/28 missing data) 
 
Q99: Typical transportation for religious service outings 
 1= participant drives        n=10, 62.5% 
 2= participant walks or bicycles      n=2, 12.5% 
 3= someone drives the participant      n=4, 25.0% 
 4= participant uses a means of public transportation   n=0 
 (12/28 missing data) 
  
Q100: Frequency of outings for work or volunteering 
 1= 3+ times a week        n=5, 19.2% 
 2= 1 to 2 times a week       n=4, 15.4% 
 3= only 1 to 2 times a month       n=2, 7.7%  
4= the participant does not go on outings for this purpose   n=15, 57.7% 
(2/28 missing data) 
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Q101: Typical transportation for work or volunteering outings 
 1= participant drives        n=7, 58.3% 
 2= participant walks or bicycles      n=1, 8.3% 
 3= someone drives the participant      n=1, 8.3% 
 4= participant uses a means of public transportation   n=3, 25.0% 
 (16/28 missing data) 
 
Q102: Frequency of other named outings 
 1= 3+ times a week        n=3, 50.0% 
 2= 1 to 2 times a week       n=2, 33.3% 
 3= only 1 to 2 times a month       n=1, 16.7%  
(22/28 missing data) 
 
Q103: Other named outings for Q102 
 *Open response – Separate  
 
Q104: Typical transportation for other named outings 
 1= participant drives        n=4, 57.1% 
 2= participant walks or bicycles      n=2, 28.6% 
 3= someone drives the participant      n=0 
 4= participant uses a means of public transportation   n=1, 14.3% 
 (21/28 missing data) 
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Appendix F.  QOLI Participant Form 
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Appendix G.  QOLI Participant Form and Statistics 
Research QOLI Statistics Sheet 
 
          total n=28 
 
Q1: Health Importance 
 0= Not important        n=0 
 1= Important         n=9, 32.1% 
 2= Extremely important       n=19, 67.9% 
 
Q2: Health satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=1, 3.6% 
 -1= A little dissatisfied       n=2, 7.1% 
 1= A little satisfied        n=0 
 2= Somewhat satisfied       n=12, 42.9% 
  3= Very satisfied        n=13, 46.4% 
 
Q3: Self esteem Importance 
 0= Not important        n=0 
 1= Important         n=16, 57.1% 
 2= Extremely important       n=12, 42.9% 
 
Q4: Self esteem satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=1, 3.6% 
 1= A little satisfied        n=2, 7.1% 
 2= Somewhat satisfied       n=13, 46.4% 
  3= Very satisfied        n=12, 42.9% 
 
Q5: Goals and values Importance 
 0= Not important        n=0 
 1= Important         n=14, 50.0% 
 2= Extremely important       n=14, 50.0% 
 
Q6: Goals and values satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=1, 3.6% 
 1= A little satisfied        n=1, 3.6% 
 2= Somewhat satisfied       n=16, 57.1% 
  3= Very satisfied        n=10, 35.7% 
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Q7: Money Importance 
 0= Not important        n=2, 7.1% 
 1= Important         n=21, 75.0% 
 2= Extremely important       n=5, 17.9% 
 
Q8: Money satisfaction 
 -3= Very dissatisfied         n=1, 3.6% 
 -2= Somewhat dissatisfied       n=3, 10.7% 
 -1= A little dissatisfied       n=1, 3.6% 
 1= A little satisfied        n=2, 7.1% 
 2= Somewhat satisfied       n=11, 39.3% 
  3= Very satisfied        n=10, 35.7% 
 
Q9: Work Importance 
 0= Not important        n=3, 10.7% 
 1= Important         n=15, 53.6% 
 2= Extremely important       n=9, 32.1% 
 (1/28 missing data) 
 
Q10: Work satisfaction 
 -3= Very dissatisfied         n=2, 7.1% 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=2, 7.1% 
 1= A little satisfied        n=4, 14.3% 
 2= Somewhat satisfied       n=10, 35.7% 
  3= Very satisfied        n=10, 35.7% 
 
Q11: Play Importance 
 0= Not important        n=1, 3.6% 
 1= Important         n=15, 53.6% 
 2= Extremely important       n=12, 42.9% 
 
Q12: Play satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=1, 3.6% 
 1= A little satisfied        n=3, 10.7% 
 2= Somewhat satisfied       n=12, 42.9% 
  3= Very satisfied        n=12, 42.9% 
 
Q13: Learning Importance 
 0= Not important        n=1, 3.6% 
 1= Important         n=13, 46.4% 
 2= Extremely important       n=14, 50.0% 
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Q14: Learning satisfaction 
 -3= Very dissatisfied         n=1, 3.6% 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=0 
 1= A little satisfied        n=6, 21.4% 
 2= Somewhat satisfied       n=12, 42.9% 
  3= Very satisfied        n=9, 32.1% 
 
Q15: Creativity Importance 
 0= Not important        n=4, 14.3% 
 1= Important         n=16, 57.1% 
 2= Extremely important       n=8, 28.6% 
 
Q16: Creativity satisfaction 
 -3= Very dissatisfied         n=1, 3.6% 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=4, 14.3% 
 1= A little satisfied        n=4, 14.3% 
 2= Somewhat satisfied       n=15, 53.6% 
  3= Very satisfied        n=4, 14.3% 
 
Q17: Helping Importance 
 0= Not important        n=1, 3.6% 
 1= Important         n=15, 53.6% 
 2= Extremely important       n=12, 42.9% 
 
Q18: Helping satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=1, 3.7% 
 -1= A little dissatisfied       n=0 
 1= A little satisfied        n=4, 14.8% 
 2= Somewhat satisfied       n=14, 51.9% 
  3= Very satisfied        n=8, 29.6% 
 (1/28 missing data) 
 
Q19: Love Importance 
 0= Not important        n=2, 7.4% 
 1= Important         n=14, 51.9% 
 2= Extremely important       n=11, 40.7% 
 (1/28 missing data) 
 
Q20: Love satisfaction 
 -3= Very dissatisfied         n=2, 7.4% 
 -2= Somewhat dissatisfied       n=1, 3.7% 
 -1= A little dissatisfied       n=1, 3.7% 
 1= A little satisfied        n=3, 11.1% 
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 2= Somewhat satisfied       n=12, 44.4% 
  3= Very satisfied        n=8, 28.6% 
 (1/28 missing data) 
 
Q21: Friends Importance 
 0= Not important        n=0 
 1= Important         n=8, 29.6% 
 2= Extremely important       n=19, 70.4% 
 (1/28 missing data) 
 
Q22: Friends satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=1, 3.7% 
 -1= A little dissatisfied       n=1, 3.7% 
 1= A little satisfied        n=3, 11.1% 
 2= Somewhat satisfied       n=9, 33.3% 
  3= Very satisfied        n=13, 48.1% 
 (1/28 missing data) 
 
Q23: Children Importance 
 0= Not important        n=5, 17.9% 
 1= Important         n=7, 25.0% 
 2= Extremely important       n=16, 57.1% 
 
Q24: Children satisfaction 
 -3= Very dissatisfied         n=1, 3.6% 
 -2= Somewhat dissatisfied       n=1, 3.6% 
 -1= A little dissatisfied       n=1, 3.6% 
 1= A little satisfied        n=4, 14.3% 
 2= Somewhat satisfied       n=7, 25.0% 
  3= Very satisfied        n=14, 50.0% 
 
Q25: Relatives Importance 
 0= Not important        n=0 
 1= Important         n=12, 44.4% 
 2= Extremely important       n=15, 55.6% 
 (1/28 missing data) 
 
Q26: Relatives satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=1, 3.7% 
 -1= A little dissatisfied       n=0 
 1= A little satisfied        n=3, 11.1% 
 2= Somewhat satisfied       n=12, 44.4% 
  3= Very satisfied        n=11, 40.7% 
 (1/28 missing data) 
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Q27: Home Importance 
 0= Not important        n=1, 3.6% 
 1= Important         n=7, 25.0% 
 2= Extremely important       n=20, 71.4% 
 
Q28: Home satisfaction 
 -3= Very dissatisfied         n=1, 3.6% 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=0 
 1= A little satisfied        n=2, 7.1% 
 2= Somewhat satisfied       n=10, 35.7% 
  3= Very satisfied        n=15, 53.6% 
 
Q29: Neighborhood Importance 
 0= Not important        n=1, 3.6% 
 1= Important         n=17, 60.7% 
 2= Extremely important       n=10, 35.7% 
 
Q30: Neighborhood satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=0 
 1= A little satisfied        n=2, 7.4% 
 2= Somewhat satisfied       n=14, 51.9% 
  3= Very satisfied        n=11, 40.7% 
 (1/28 missing data) 
 
Q31: Community Importance 
 0= Not important        n=1, 3.6% 
 1= Important         n=18, 64.3% 
 2= Extremely important       n=9, 32.1% 
 
Q32: Community satisfaction 
 -3= Very dissatisfied         n=0 
 -2= Somewhat dissatisfied       n=0 
 -1= A little dissatisfied       n=0 
 1= A little satisfied        n=2, 7.1% 
 2= Somewhat satisfied       n=13, 46.4% 
  3= Very satisfied        n=13, 46.4% 
 
Scoring 
Areas of Life Ratings 
Importance X Satisfaction = Weighted Satisfaction 
Total Weighted Satisfaction / Total Areas of Life = QOLI Raw Score 
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From Manual 
Percentile Score 
T Score 
Overall Quality of Life     Frequency 
   1= Very Low      n=2, 7.4% 
   2= Low      n=1, 3.7% 
3= Average      n=16, 59.3% 
4= High       n=8, 29.6% 
(1/28 invalid, missing data) 
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Appendix H.  AIMS Participant Form 
Autonomy Index Measurement Survey (AIMS) 
 
This survey is completely anonymous.  
Please rate how much you agree with each statement: 
 
1. I feel independent most of the time: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree  
2. I am not satisfied with the level of control I have over my own activities: 
 Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
3. I have the sole ability to make decisions that involve my personal life: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
4. I have the ability to change what happens in my personal life: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
5. I am mostly in control of my personal situations: 
 Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
6. I often choose how to spend my time: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
7. I am always able to control the events in my life: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
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8. Excluding obligations, I generally go where I want when I want: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
9. I feel dependent upon others when it comes to where I go and when I go there: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
10. I am satisfied with my level of independence: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
11. I always control the outcome of a situation: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
12. My day-to-day activities are generally under my control: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
13. I do not feel independent when deciding where I go and when I go there: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
14. My personal activities usually occur at times that are convenient to me: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
15. I am always in control of what happens to me: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
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16. My sense of independence is greatly affected by the schedules of others: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
17. I do not have the ability to change what happens in my personal life: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
18. I feel independent when deciding where I go and when I go there: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
19. I always make decisions based on my judgment alone: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
20. I feel dependent on the schedules of others: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
21. I usually plan where I go and when I go there: 
 Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
22. I cannot usually change my personal environment: 
 Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
23. I have always felt completely independent: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
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24. I believe that I have a great amount of control over where I go and when I go there: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
25. I spend a satisfactory amount of time planning my activities around the schedules of 
others: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
26. I don’t have a lot of control over my activities: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
27. I would consider myself to be independent: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
28. The outcomes of most situations are generally dependent on my actions: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
29. I rarely choose how to spend my time: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
30. My activities usually depend on the schedules of others: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
31. I seldom feel independent: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
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32. I can usually change my personal environment: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
33. I do not have the sole ability to make decisions that involve my personal life:  
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
34. I have a lot of control over my activities: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
35. If I participate in an activity, it is always because I have chosen to participate: 
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
36. I am satisfied with the level of control I have over my own activities:  
Strongly Disagree               Disagree               Neutral               Agree               Strongly Agree 
* Thank you for your participation! * 
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Appendix I. AIMS Measurement Development 
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The Autonomy Index Measurement Survey 
The purpose of the Autonomy Index Measurement Survey, or the AIMS, is to assess the 
level of an individual’s perceived autonomy. It was specifically created as an assessment for the 
elderly population. This area of study is important because of the large percentage of the 
population that will move into an older age bracket in future years. There are few services in 
place to assist this population, especially in areas related to mobility, which plays an extremely 
important role in the lives of the elderly. Many have seen elderly relatives and friends deteriorate 
or emotionally suffer due to a loss of mobility. Mobility relates heavily to autonomy and is 
linked to the perceptions of personal control over life and perceived independence. Personal 
control and independence have been found to heavily influence mental and physical wellbeing.  
There is limited evidence to attest to the effects of independence and personal control, 
some of which can be found in Langer and Rodin (1976), Rodin and Langer (1977), and by 
Hwang, Lin, Tung, and Wu (2006). The articles describe the importance of these perceptions in 
relation to health and wellbeing. The purpose therefore also extends to include the desire to gain 
knowledge in an area for which there is a limited amount of research. 
The operational definition for the construct “autonomy” is created from the descriptions 
of “independence” and “personal control”. Autonomy is defined as containing both these terms. 
According to Ford et al. (2000), autonomy is defined as an individual’s sense of personal 
independence. The sub-construct of independence is defined as the ability to choose and make 
decisions (Carder, 2002). Choi, Leiter, and Tomaskovic-devey (2008) also state that autonomy is 
measured by the degree of personal control an individual feels they have over the events in his or 
her life. The sub-construct of personal control is defined as someone’s ability to change or alter 
their environment, with outcomes being dependent on one’s own actions (Mirowsky & Ross, 
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1998; Thompson & Prottas, 2006). Therefore, the construct of autonomy is operationally defined 
as being the perception that individuals maintain regarding their own personal sense of 
independence and personal control over their lives (Choi et al., 2008; Ford et al., 2000). For the 
original purpose of this measure, the term “elderly” is described as pertaining to persons in later 
life, referring to the “aged” as those aged 65 years and older, and “very old” as being those who 
are 85 years of age and older (Hwang et al., 2006).  
The AIMS is a self perception assessment and a personality measure. It is a novel, 
structured instrument that contains 36 items designed to assess how participants perceive their 
level of autonomy. The questions are domain specific and formatted to match the sub-construct 
definitions of independence and personal control as closely as possible to ensure internal 
consistency and reliability. The survey is formatted as a paper-pencil assessment with closed-
ended responses based along a likert interval scale. The written directions for the AIMS state 
“This survey is completely anonymous. Please rate how much you agree with each statement.” 
The likert responses include the terms “strongly disagree,” “disagree,” “neutral,” “agree,” and 
“strongly agree” placed in a continuum.  The AIMS is composed of 15 items designed to 
measure independence, 15 items intended to measure personal control, and 6 dishonesty 
indicator items. The dishonesty indicator items were included to control for social desirability 
effects and purposefully dishonest answers. The independence and personal control questions 
include reverse worded items.  
 The AIMS is scored by assigning a value to participants’ item responses. These values 
are used to determine the participants’ overall Autonomy Index Level, with higher scores 
indicating higher levels of autonomy. Independence and personal control items that are worded 
in a regular fashion, such as “I feel independent most of the time”, are coded so that “strongly 
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disagree” corresponds to 1, “disagree” indicates 2, “neutral” indicates 3, “agree” indicates 4, and 
“strongly agree” corresponds to a value of 5. Reverse worded items, such as “I seldom feel 
independent”, are coded so that “strongly disagree” indicates a score of 5, “disagree” indicates 4, 
“neutral” indicates 3, “agree” indicates 2, and “strongly agree” corresponds to a value of 1.  
The AIMS was pilot tested in a convenience sample of 10 participants (N=10) of various 
ages and an approximately even distribution of males and females. The participants were mostly 
aged 20 to 22 years, with some participants aged between 50 and 60 years. The survey 
administration procedure was standardized to assure inter-rater reliability. The researcher asked 
each participant if they would participate, then stated to each participant that “this survey is 
completely anonymous, please be honest and take your time.” To control for participant anxiety 
regarding social desirability, the researcher placed a folder near the first group of 3 participants. 
These participants were told beforehand to shuffle their surveys and place them in the folder 
when they were finished. The folder was placed near subsequent participants, who were told 
“when you’re finished, you can put your survey in with the others and shuffle them around.” 
The researcher was located a short distance away from the participants during the 
completion of the AIMS. The researcher appeared to be completing other tasks, but gathered 
behavioral observations of the participants. The participants were observed to be reading the 
questions very carefully and bent to position their faces closer to the paper during their 
completion of the measure. Many approached the end of the AIMS and turned the pages back to 
look at their previous responses. Every participant circled their responses, although none had 
been specifically instructed how to indicate their answers. Nearly all the participants completed 
the AIMS in 10 to 15 minutes and none of the participants spent more than 20 minutes.  
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The Autonomy Index Levels and the Lie Scale Index Levels were determined after the 
results of the pilot test. For each of the two indexes, the range scores for the minimum achievable 
score to the maximum achievable score were divided into 4 nearly even quarters. Terminology 
was then assigned to each Index Level to reflect the distribution of results. This method was used 
so that the language used would most accurately reflect each Index Level, based on the likely 
distribution of future scores.  
The values for the 30 independence and personal control items are compiled to indicate 
the individual’s score and corresponding Autonomy Index Level. Scores ranging from 30 to 60 
correspond to the First Index Level and indicate “very low autonomy.” Scores of 61 to 90 are in 
the Second Index Level and indicate “low autonomy.” The Third Index Level is composed of 
scores 91 to 120 and signifies “average autonomy.” The Fourth Index Level corresponds to 
scores 121 to 150 and signifies “high autonomy.”  
 The Lie Scale is formatted to indicate levels of dishonesty in test results. The Lie Scale is 
coded so that “strongly disagree” corresponds to 1, “disagree” indicates 2, “neutral” indicates 3, 
“agree” indicates 4, and “strongly agree” corresponds to a value of 5. Higher scores on the Lie 
Scale indicate a higher likelihood of dishonesty. The First Index Level, “very low likelihood,” 
relates to a score of 6 to 12. The Second Index Level, “low likelihood,” corresponds to a score of 
13 to 18. The Third Index Level, “moderate likelihood,” corresponds to a score of 19 to 24. The 
Fourth Index Level, or “high likelihood,” corresponds to a score of 25 to 30. The Index Levels 
were labeled this way to appropriately reflect the likely distribution of future results.  
The results indicate that the sub-constructs of independence (M=56, SD=8.25) and 
personal control (M=56.2, SD=11.11) are similar in regard to frequency data. The overall mean 
score of the sample is 112, which indicates that the mean sample autonomy index is at the Third 
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Index Level (M=112.3, SD=19.04). This corresponds to “average autonomy.” Two individuals 
received a score designated as being in the Second Index Level or “low autonomy,” 5 received a 
score for the Third Index Level or “average autonomy,” and 3 received a score for the Fourth 
Index Level or “high autonomy.” None of the participants received a score that corresponded to 
the First Index Level, which is “very low autonomy.” Z-scores ranged from -2.11 to 2.0. The 
dishonesty likelihood results indicate that 2 participants received a Lie Scale designation of 
“very low likelihood” of dishonesty, 3 received scores that corresponded to “low likelihood,” 5 
were scored as having the distinction of “moderate likelihood” of dishonesty, and none of the 
participants were found to receive an indication of “high likelihood.”  
A statistical analysis of reliability using Cronbach’s coefficient alpha indicates a very 
high internal consistency of α=.959 for the 30 items relating to independence and personal 
control. There are 4 items that were indicated to have lowered internal consistency for the 
measure. These are items PC0402, I0905, I2110, and I2511. There are several items that were 
shown to have contributed to higher internal consistency, most notably the items PC0201, I0603, 
I0804, PC1204, PC2610, I2913, and PC3213. The dishonesty indicator items, or the Lie Scale 
items, yield an internal consistency of α=.869. One item, LIE3506, is indicated to have lowered 
internal consistency for the Lie Scale items. Three items, LIE0701, LIE1102, and LIE1503, are 
shown to have notably contributed to higher internal consistency.  
Correlation matrix data yields many indications about the internal consistency of the 
measure. It was found that the sub-constructs have a Pearson Correlation significance of .934, 
which indicates high internal consistency and high construct validity. Many of the items that 
increased Cronbach’s Alpha were also found to have a high amount of Pearson’s Correlation 
values of .6 or greater. This is true for the items PC0201, I0804, PC1204, PC2610, I2913, and 
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PC3213. It was also found that items that decreased Cronbach’s Alpha had few Pearson’s 
Correlation scores of .6 or above. This was true for items PC0402, I0905, I2110, and I2511. 
There are many items on the test that measure the construct well, while others should be 
deleted upon revision of the measure. Items such as PC0201, I0804, PC1204, PC2610, I2913, 
and PC3213 are internally consistent and have high construct validity. Conversely, items such as 
PC0402, I0905, I2110, and I2511 are, somewhat surprisingly, not internally consistent and have 
low construct validity. These items should be omitted from future versions of the AIMS.  
Overall, the AIMS is a fairly good measure of autonomy. Face validity is fairly high, and 
when combined with research on the topic, it can be stated that content validity was therefore 
fairly high as well. Reverse item measures are consistently similar in the scores yielded, which 
indicates high face validity and high construct validity. Correlation matrix data also indicates 
support for construct validity, especially in items that were found to yield both high Cronbach’s 
Alpha and Pearson’s Correlation values. Correlation matrix data indicates that the sub-constructs 
had a Pearson Correlation significance of .934, which signifies high convergent validity and 
therefore also supports high construct validity. 
Several revisions would be made to improve reliability and validity of future versions of 
the AIMS. It would be desirable to ensure concurrent validity and therefore criterion-related 
validity by testing the same population with a proven test of autonomy. The measure would be 
improved by omitting or revising items according to internal consistency and correlation data 
obtained from these results. Items might also be improved by utilizing a method of empirical 
keying, which would sample identified criterion groups to determine which items are not 
consistent. An item discrimination index test would be useful to indicate how well the items 
discriminate between scores. A split-half reliability test would also be informative, since test 
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fatigue was suspected by the researcher. Future revisions would include lie scales to account for 
individuals purposely indicating low autonomy. The code key would be modified to increase 
ease of scoring. Lastly, elderly participants could not be obtained for this sample. It would be 
highly desirable to utilize a sample of individuals aged 65 years and older in future studies.  
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Appendix J. AIMS Participant Form and Statistics 
Research AIMS Statistics Sheet 
          total n=28 
Q1-I: I feel independent most of the time 
 1= Strongly disagree        n=2, 7.4% 
 2= Disagree         n=1, 3.7% 
 3= Neutral         n=2, 7.4% 
 4= Agree         n=17, 63.0% 
 5= Strongly agree        n=5, 18.5% 
 (1/28 missing data) 
 
Q2-PC: I am not satisfied with the level of control I have over my own activities.  
 1= Strongly agree        n=1, 3.6% 
 2= Agree         n=4, 14.3% 
 3= Neutral         n=3, 10.7% 
 4= Disagree         n=12, 42.9% 
 5= Strongly disagree        n=8, 28.6% 
 
Q3-I: I have the sole ability to make decisions that involve my personal life.  
 1= Strongly disagree        n=0 
 2= Disagree         n=2, 7.1% 
 3= Neutral         n=7, 25.0% 
 4= Agree         n=12, 42.9% 
 5= Strongly agree        n=7, 25.0% 
 
Q4-PC: I have the ability to change what happens in my personal life. 
 1= Strongly disagree        n=0 
 2= Disagree         n=1, 3.6% 
 3= Neutral         n=6, 21.4% 
 4= Agree         n=16, 57.1% 
 5= Strongly agree        n=5, 17.9% 
 
Q5-PC: I am mostly in control of my personal situations. 
 1= Strongly disagree        n=0 
 2= Disagree         n=0 
 3= Neutral         n=3, 11.1% 
 4= Agree         n=19, 70.4% 
 5= Strongly agree        n=5, 18.5% 
 (1/28 missing data) 
 
Q6-I: I often choose how to spend my time. 
 1= Strongly disagree        n=0 
 2= Disagree         n=1, 3.6% 
 3= Neutral         n=2, 7.1% 
 4= Agree         n=17, 60.7% 
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 5= Strongly agree        n=8, 28.6% 
 
Q7-EX: I am always able to control the events in my life.  
 1= Strongly disagree        n=2, 7.1% 
 2= Disagree         n=9, 32.1% 
 3= Neutral         n=6, 21.4% 
 4= Agree         n=10, 35.7% 
 5= Strongly agree        n=1, 3.6% 
 
Q8-I: Excluding obligations, I generally go where I want when I want.  
 1= Strongly disagree        n=0 
 2= Disagree         n=3, 11.1% 
 3= Neutral         n=3, 11.1% 
 4= Agree         n=17, 63.0% 
 5= Strongly agree        n=4, 14.8% 
 (1/28 missing data) 
 
Q9-I: I feel dependent upon others when it comes to where I go and when I go there.  
 1= Strongly agree        n=0 
 2= Agree         n=4, 14.8% 
 3= Neutral         n=4, 14.8% 
 4= Disagree         n=13, 48.1% 
 5= Strongly disagree        n=6, 22.2% 
 (1/28 missing data) 
 
Q10-I: I am satisfied with my level of independence. 
 1= Strongly disagree        n=0 
 2= Disagree         n=3, 11.1% 
 3= Neutral         n=1, 3.7% 
 4= Agree         n=17, 63.0% 
 5= Strongly agree        n=6, 22.2% 
 (1/28 missing data) 
 
Q11-EX: I always control the outcome of a situation.  
 1= Strongly disagree        n=0 
 2= Disagree         n=12, 46.2% 
 3= Neutral         n=10, 38.5% 
 4= Agree         n=4, 15.4% 
 5= Strongly agree        n=0 
 (2/28 missing data) 
 
Q12-PC: My day-to-day activities are generally under my control. 
 1= Strongly disagree        n=0 
 2= Disagree         n=4, 15.4% 
 3= Neutral         n=2, 7.7% 
 4= Agree         n=15, 57.7% 
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 5= Strongly agree        n=5, 19.2% 
 (2/28 missing data) 
 
Q13-I: I do not feel independent when deciding where I go and when I go there.  
 1= Strongly agree        n=0 
 2= Agree         n=5, 18.5% 
 3= Neutral         n=5, 18.5% 
 4= Disagree         n=13, 48.1% 
 5= Strongly disagree        n=4, 14.8% 
 (1/28 missing data) 
 
Q14-PC: My personal activities usually occur at times that are convenient to me.  
 1= Strongly disagree        n=0 
 2= Disagree         n=1, 3.7% 
 3= Neutral         n=5, 18.5% 
 4= Agree         n=19, 70.4% 
 5= Strongly agree        n=2, 7.4% 
 (1/28 missing data) 
 
Q15-EX: I am always in control of what happens to me.  
 1= Strongly disagree        n=1, 3.7% 
 2= Disagree         n=8, 29.6% 
 3= Neutral         n=10, 37.0% 
 4= Agree         n=8, 29.6% 
 5= Strongly agree        n=0 
 (1/28 missing data) 
 
Q16-I: My sense of independence is greatly affected by the schedules of others. 
 1= Strongly agree        n=0 
 2= Agree         n=7, 25.9% 
 3= Neutral         n=10, 37.0% 
 4= Disagree         n=8, 29.6% 
 5= Strongly disagree        n=2, 7.4% 
 (1/28 missing data) 
 
Q17-PC: I do not have the ability to change what happens in my personal life.  
 1= Strongly agree        n=0 
 2= Agree         n=3, 11.1% 
 3= Neutral         n=4, 14.8% 
 4= Disagree         n=16, 59.3% 
 5= Strongly disagree        n=4, 14.8% 
 (1/28 missing data) 
 
Q18-I: I feel independent when deciding where I go and when I go there.  
 1= Strongly disagree        n=0 
 2= Disagree         n=4, 14.8% 
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 3= Neutral         n=4, 14.8% 
 4= Agree         n=15, 55.6% 
 5= Strongly agree        n=4, 14.8% 
 (1/28 missing data) 
 
Q19-EX: I always make decisions based on my judgment alone.  
 1= Strongly disagree        n=1, 3.7% 
 2= Disagree         n=12, 44.4% 
 3= Neutral         n=9, 33.3% 
 4= Agree         n=4, 14.8% 
 5= Strongly agree        n=1, 3.7% 
 (1/28 missing data) 
 
Q20-I: I feel dependent on the schedules of others.  
 1= Strongly agree        n=0 
 2= Agree         n=4, 14.8% 
 3= Neutral         n=7, 25.9% 
 4= Disagree         n=12, 44.4% 
 5= Strongly disagree        n=4, 14.8% 
 (1/28 missing data) 
 
Q21-I: I usually plan where I go and when I go there.  
 1= Strongly disagree        n=0 
 2= Disagree         n=3, 11.1% 
 3= Neutral         n=5, 18.5% 
 4= Agree         n=18, 66.7% 
 5= Strongly agree        n=1, 3.7% 
 (1/28 missing data) 
 
Q22-PC: I cannot usually change my personal environment. 
 1= Strongly agree        n=0 
 2= Agree         n=6, 22.2% 
 3= Neutral         n=9, 33.3% 
 4= Disagree         n=11, 40.7% 
 5= Strongly disagree        n=1, 3.7% 
 (1/28 missing data) 
 
Q23-EX: I have always felt completely independent.  
 1= Strongly disagree        n=0 
 2= Disagree         n=9, 33.3% 
 3= Neutral         n=6, 22.2% 
 4= Agree         n=10, 37.0% 
 5= Strongly agree        n=2, 7.4% 
 (1/28 missing data) 
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Q24-PC: I believe that I have a great amount of control over where I go and when I go there.  
 1= Strongly disagree        n=0 
 2= Disagree         n=1, 3.7% 
 3= Neutral         n=6, 22.2% 
 4= Agree         n=20, 74.1% 
 5= Strongly agree        n=0 
 (1/28 missing data) 
 
Q25-I: I spend a satisfactory amount of time planning my activities around the schedules of 
others.  
 1= Strongly disagree        n=1, 3.7% 
 2= Disagree         n=9, 33.3% 
 3= Neutral         n=10, 37.0% 
 4= Agree         n=7, 25.9% 
 5= Strongly agree        n=0 
 (1/28 missing data)  
 
Q26-PC: I don’t have a lot of control over my activities.  
 1= Strongly agree        n=0 
 2= Agree         n=0 
 3= Neutral         n=4, 14.8% 
 4= Disagree         n=20, 74.1% 
 5= Strongly disagree        n=3, 11.1% 
 (1/28 missing data) 
 
Q27-I: I would consider myself to be independent.  
 1= Strongly disagree        n=0 
 2= Disagree         n=2, 7.4% 
 3= Neutral         n=3, 11.1% 
 4= Agree         n=18, 66.7% 
 5= Strongly agree        n=4, 14.8% 
 (1/28 missing data) 
 
Q28-PC: The outcomes of most situations are generally dependent on my actions. 
 1= Strongly disagree        n=0 
 2= Disagree         n=4, 14.8% 
 3= Neutral         n=13, 48.1% 
 4= Agree         n=10, 37.0% 
 5= Strongly agree        n=0 
 (1/28 missing data) 
 
Q29-PC: I rarely choose how to spend my time.  
 1= Strongly agree        n=0 
 2= Agree         n=2, 7.4% 
 3= Neutral         n=3, 11.1% 
 4= Disagree         n=16, 59.3% 
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 5= Strongly disagree        n=6, 22.2% 
 (1/28 missing data) 
 
Q30-I: My activities usually depend on the schedules of others.  
 1= Strongly agree        n=0 
 2= Agree         n=4, 15.4% 
 3= Neutral         n=6, 23.1% 
 4= Disagree         n=14, 53.8% 
 5= Strongly disagree        n=2, 7.7% 
 (2/28 missing data) 
 
Q31-I: I seldom feel independent.  
 1= Strongly agree        n=0 
 2= Agree         n=2, 7.4% 
 3= Neutral         n=2, 7.4% 
 4= Disagree         n=15, 55.6% 
 5= Strongly disagree        n=8, 29.6% 
 (1/28 missing data) 
 
Q32-PC: I can usually change my personal environment. 
 1= Strongly disagree        n=0 
 2= Disagree         n=6, 22.2% 
 3= Neutral         n=5, 18.5% 
 4= Agree         n=16, 59.3% 
 5= Strongly agree        n=0 
 (1/28 missing data) 
 
Q33-PC: I do not have the sole ability to make decisions that involve my personal life.  
 1= Strongly agree        n=0 
 2= Agree         n=5, 19.2% 
 3= Neutral         n=5, 19.2% 
 4= Disagree         n=14, 53.8% 
 5= Strongly disagree        n=2, 7.7% 
 (2/28 missing data) 
 
Q34-PC: I have a lot of control over my activities.  
 1= Strongly disagree        n=0 
 2= Disagree         n=2, 7.4% 
 3= Neutral         n=4, 14.8% 
 4= Agree         n=17, 63.0% 
 5= Strongly agree        n=4, 14.8% 
 (1/28 missing data) 
 
Q35-EX: If I participate in an activity, it is always because I have chosen to participate. 
 1= Strongly disagree        n=0 
 2= Disagree         n=2, 7.4% 
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 3= Neutral         n=4, 14.8% 
 4= Agree         n=20, 74.1% 
 5= Strongly agree        n=1, 3.7% 
 (1/28 missing data) 
 
Q36-PC: I am satisfied with the level of control I have over my own activities.  
 1= Strongly disagree        n=0 
 2= Disagree         n=1, 3.7% 
 3= Neutral         n=4, 14.8% 
 4= Agree         n=19, 70.4% 
 5= Strongly agree        n=3, 11.1% 
 (1/28 missing data) 
 
Scoring 
 
AIMS Scores   Index Levels    Frequency 
1=  30-60    Very low autonomy   n=1, 3.6% 
2=  61-90    Low autonomy   n=4, 14.3% 
3=  91-120    Average autonomy   n=19, 67.9%  
4=  121-150   High autonomy   n=4, 14.3% 
 
 
Exaggeration Scores  Index Levels    Frequency 
1=  6-12    Very low likelihood   n=3, 10.7% 
2=  13-18    Low likelihood   n=13, 46.4% 
3=  19-24    Moderate likelihood   n=11, 39.3% 
4=  25-30    High likelihood   n=1, 3.6% 
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